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Abstract 

There is an ongoing need to improve the models of and treatments for eating disorders 

(EDs), given the limited recovery rates. Emotion regulation difficulties predict and maintain 

these disorders but interventions that teach emotion regulation skills to individuals with EDs 

have not improved the overall treatment efficacy. Research in developmental psychology 

suggests that parents influence (socialize) emotion regulation of their adolescent children and can 

be utilized in treatment as emotion coaches. This can be a promising avenue for future 

interventions for EDs, if research demonstrates that parental emotion socialization is linked to 

youth’s ED psychopathology through youth’s emotion regulation, as suggested by theory. This 

study examined if three channels of emotion socialization – practices (emotion coaching, 

emotion dismissing, and positive beliefs about daughters’ anger), mothers’ emotion regulation, 

and expressed emotion (critical comments, emotional overinvolvement) – were associated with 

daughters’ ED psychopathology through daughters’ emotion regulation. Individual differences 

that might be associated with emotion socialization were also examined. 135 mothers of 

daughters either with or without an ED diagnosis completed a battery of measures. Daughters’ 

ages ranged from 12 to 24 years. Results indicated that mothers’ emotion coaching, emotion 

regulation difficulties, and critical comments were indirectly related to daughters’ ED 

psychopathology through daughters’ emotion dysregulation. Emotional overinvolvement was 

only linked to ED psychopathology directly. Mothers’ psychological functioning or daughters’ 

diagnostic status (presence or absence of an ED diagnosis) were not significantly related to 

emotion coaching, emotion dismissing, or positive beliefs about anger. This study is a first step 

towards understanding how emotion socialization, especially emotion coaching, is linked to ED 

psychopathology and it can inform future research and clinical practice.  
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Lay Summary 

Research shows that both adolescents and adults have worse symptoms of eating 

disorders (EDs) when they cannot cope with emotions effectively. Coping with emotions is 

learned in families through three channels: parents’ responses to children’s emotions, parents’ 

own coping with emotions, and the overall family climate. This study tested if there is a 

relationship between these three channels and daughters’ ED symptoms and coping with 

emotions. Mothers answered questions about themselves and their daughters aged 12 to 24. All 

three channels were related to daughters’ EDs and coping with emotions, although not all in the 

same way. Mothers’ supportive responses to emotions were linked with daughters having fewer 

difficulties with emotions, and daughters with fewer such difficulties had fewer ED symptoms. 

This suggests that teaching mothers to support their daughters’ coping with emotions might be 

potentially beneficial for daughters’ ED problems, although more research on this topic is 

needed. 
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Chapter 1: Introduction 

Eating disorders (EDs) are serious and unique mental health problems with detrimental 

impacts on psychological, physical, and social functioning. Their unique nature lies in the 

widespread damage that the lasting disorder does to individual’s body, including electrolyte 

imbalances, gastrointestinal problems, cardiac arrhythmias, erosion of teeth enamel, endocrine 

abnormalities, and osteoporosis, to name a few. In extreme cases, EDs can lead to death due to 

medical complications or suicide. Anorexia nervosa (AN) – an ED characterized by low weight 

and food restriction – has one of the highest mortality rates among mental health problems (Keel 

et al., 2003), limited responsiveness to treatment in adults, and notable attrition from treatment 

(Byrne et al., 2017). Treatment outcomes for AN are more favourable during adolescence and 

young adulthood, and family-based therapy (FBT; Lock & Le Grange, 2015; Lock, Le Grange, 

Agras, & Dare, 2001) has better long-term efficacy than individual therapies. It has been 

hypothesized that this difference in efficacy might be attributed to parents, who learn in FBT 

how to support their children’s weight restoration and who might continue to provide this 

support after the treatment ends (Couturier, Kimber, & Szatmari, 2013). Parents are, therefore, 

integral to the recovery from an ED in adolescence and young adulthood, and the most recent 

clinical practice guidelines recommend that caregivers are engaged in the treatment of EDs 

(National Institute of Clinical Excellence, 2017).  

At the same time, only 50%-70% of adolescents and young adults with AN remit to 

healthy weight after FBT (Chen et al., 2016; Couturier et al., 2013; Lock et al., 2010). Remission 

rate after FBT is even lower for bulimia nervosa (BN; Le Grange, Crosby, Rathouz, & 

Leventhal, 2007; Schmidt et al., 2007) – an ED characterized by recurrent binge eating episodes 

and compensatory behaviours such as purging (American Psychiatric Association, 2013). As a 
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result, there is a continuing need to improve the models of and treatments for ED 

psychopathology. One such proposed improvement is emotion-focused family therapy (EFFT; 

Robinson, Dolhanty, & Greenberg, 2013). It is informed by research showing that individuals 

with clinical and sub-clinical ED psychopathology have difficulties with emotion regulation 

(e.g., Brockmeyer et al., 2014; Danner, Sternheim, & Evers, 2014) and ED symptoms are one 

way in which these individuals regulate emotions (e.g., Engel et al., 2013; Fox, 2009). 

Emotion regulation is defined as the strategies used to monitor, assess, and, if needed, 

modify emotional experiences in order to organize behaviour and achieve behavioural goals 

(Gratz & Tull, 2010; Thompson, 1994). Adaptive emotion regulation does not mean 

disconnecting from or over-controlling one’s emotions but, rather, being aware of and accepting 

emotions, while also preventing them from interfering with the behaviour if needed (Gratz & 

Tull, 2010). In EFFT, parents learn to help their children regulate emotions using emotion 

coaching skills. Emotion coaching is a type of external support in regulating youth’s emotions 

and it is particularly helpful for those youth who struggle to regulate their emotions on their own 

or, in other words, internally (e.g., Hastings, Klimes-Dougan, Kendziora, Brand, & Zahn-

Waxler, 2014). By teaching emotion coaching, EFFT mimics the approach taken by FBT, in 

which parents temporarily assume control over their child's eating behaviours. In EFFT, parents 

temporarily offer external support in regulating emotions to support recovery (Robinson, 

Dolhanty, et al., 2013). Preliminary research showed that EFFT increases parents’ self-efficacy 

and positive attitudes towards emotion coaching (Robinson, Dolhanty, Stillar, Henderson, & 

Mayman, 2016), and parental self-efficacy was found to predict positive treatment outcomes in 

FBT for EDs (Robinson, Strahan, Girz, Wilson, & Boachie, 2013). A limitation of EFFT is that 

no study to date has directly investigated if and how emotion coaching is linked to ED 
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psychopathology. In addition, it is unknown which individual differences in parents are related to 

their emotion coaching. Such research is needed to evaluate if this skill is indeed a relevant 

addition to treatment for this population and to identify which parents might benefit the most 

from learning it. Consequently, research on the links between emotion coaching and ED 

psychopathology is both timely and needed, and the current investigation aims to fill this gap in 

the literature.  

To conceptualize the relationship between emotion coaching, emotion regulation, and ED 

psychopathology, it is important to understand what role emotion regulation plays in EDs and 

how parents impact youth’s emotion regulation. Both of these topics will be introduced briefly in 

this chapter and the related empirical literature will be reviewed in detail in Chapter 2.  

Emotion Regulation Difficulties in Eating Disorders 

From the earliest writings on EDs, they have been perceived as situated within a family 

context and related to difficulties with emotion regulation. In the late 19th century, Laseque 

(1873/1964 as cited by Striegel-Moore & Cachelin, 2001) proposed that AN was an emotional 

disorder maintained in part by family interactions. In her seminal work, Hilde Bruch (1973) 

further advanced some of these ideas by conceptualizing AN as a disorder of the self, which 

manifests itself in both disconnection from emotions and disrupted, yet strongly desired, 

interpersonal relationships. Decades after her work was published, reignited research interest in 

emotional and socio-emotional functioning in EDs confirmed many of her clinical observations. 

ED psychopathology has been linked to more difficulties with emotion regulation in both clinical 

and community samples (e.g., Danner et al., 2014; Robinson, Kosmerly, Mansfield-Green, & 

Lafrance, 2014) and a linkage between experiencing negative affect and responding with ED 

symptoms was found in experimental and real-time ecological studies (Engel et al., 2013; 
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Wildes, Marcus, Bright, & Dapelo, 2012). Negative affect was also identified as a risk factor for 

developing an ED (Stice, 2016). Women with EDs reported that they strive to numb their 

emotions, particularly those that might lead to negative social consequences, such as anger (Fox, 

2009; Geller, Cockell, Hewitt, Goldner, & Flett, 2000). Overall, converging empirical evidence 

pointed to a relationship between difficulties with emotion regulation and ED psychopathology 

and diagnosis. 

This reignited interest in emotional functioning in EDs also resulted in broadening the 

traditional cognitive-behavioural (CBT) models of these disorders (e.g., Fairburn, Cooper, & 

Cooper, 1986; Garner & Bemis, 1982). The empirically-supported transdiagnostic CBT model of 

EDs (Fairburn, Cooper, & Shafran, 2003) included “mood intolerance” as one of the additional 

maintaining factors of these disorders. According to the authors, some individuals with EDs, 

specifically with BN and, sometimes, AN binge-eating/ purging type, have difficulty with 

tolerating emotions and engage in maladaptive emotion regulation strategies, including binging 

and compensatory behaviours like purging or exercise. Although mood intolerance is a valuable 

addition to the CBT model, the focus on emotion regulation in this framework is limited 

comparing to later models like EFFT, possibly because the transdiagnostic model predated a lot 

of research on this topic. Research has shown that emotion regulation difficulties are present 

across the ED diagnostic groups (Brockmeyer et al., 2014; Lavender et al., 2015; Svaldi, 

Griepenstroh, Tuschen-Caffier, & Ehring, 2012) and not only in EDs with binge eating and 

purging, as suggested by the transdiagnostic model. These difficulties are related to the overall 

severity of ED psychopathology (e.g., Segal & Golan, 2016; Svaldi et al., 2012).  

Psychological treatments for EDs have also expanded over time and included 

interventions that address emotion regulation difficulties. For example, dialectic behavior 
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therapy teaches individuals with EDs to identify situations where strong or unpleasant emotions 

might lead to ED symptoms and to use adaptive emotion regulation strategies instead (Safer, 

Telch, & Chen, 2009), while acceptance and commitment therapy teaches a non-reactive 

approach to inner emotional states (S. C. Hayes, Strosahl, & Wilson, 1999; Sandoz, Wilson, & 

DuFrene, 2011). Despite a proliferation of new psychological treatments, they have not been able 

to improve on the efficacy of the current empirically-supported therapies for EDs (e.g., Linardon, 

Fairburn, Fitzsimmons-Craft, Wilfley, & Brennan, 2017). Consequently, there is an ongoing 

need to expand our understanding of the factors that predict ED symptomatology and translating 

them into interventions (Stice, 2016).  

The literature and treatments to date have typically focused only on internal emotion 

regulation strategies, that is, the strategies used by the patients themselves, and not external 

strategies, such as parental support in emotion regulation. Much alike the weight-restoration 

interventions in FBT, the interventions to improve emotion regulation in youth with EDs might 

be more effective if parents assume an active role as external “coaches” of emotion regulation. 

Research in developmental psychology has shown that parents have a large impact on the 

emotional development of their children (e.g., Morris, Criss, Silk, & Houltberg, 2017; Morris, 

Houltberg, Criss, & Bosler, 2017; Morris, Silk, Steinberg, Myers, & Robinson, 2007) and 

improving parental emotion coaching through interventions can result in better emotion 

regulation and mental health in youth (Havighurst, Kehoe, & Harley, 2015; Kehoe, Havighurst, 

& Harley, 2014).  

The Role of Parents in Developing Emotion Regulation by Children 

In order to conceptualize and study the relationship between parenting, ED 

psychopathology and difficulties with emotion regulation in youth, it is necessary to consider the 
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trajectory of emotional development. Children learn how to effectively and appropriately 

regulate their emotions through a process called emotion socialization referring to the familial 

and societal influences on child’s expression and regulation of emotion (Brand & Klimes‐

Dougan, 2010; Eisenberg, Cumberland, & Spinrad, 1998). Emotions can be regulated either 

internally by the individual who is experiencing them or externally with the help of other people 

(Morris, Criss, et al., 2017). Early in their development, children rely on their parents to be 

“external emotion regulators” (Thompson, 2013, p. 177). In this role, parents regulate children’s 

immediate emotions and, in doing so, teach children how to manage emotions independently in 

the future. As children grow older, their emotion regulation becomes increasingly internal. 

However, external regulation remains an important component of the emotion regulation system 

regardless of age, especially when internal strategies are insufficient (Morris et al., 2007; 

Thompson, 2013). Consequently, when conceptualizing and studying the links between emotion 

regulation and ED psychopathology in adolescents and young adults, it is pertinent to consider 

both internal and external emotion regulation.  

According to the tripartite model of familial influences on child’s emotion regulation by 

Morris and colleagues (2007), parents socialize children’s emotion regulation through three 

channels: (1) through parental practices towards youth’s emotions, for example emotion 

coaching, (2) through modelling effective emotion regulation, and (3) through the overall 

emotional climate in the family. A comprehensive study of the relationship between parenting, 

youth’s emotion regulation, and ED psychopathology should consider all three of these channels. 

A detailed discussion of the research supporting this model will be presented in Chapter 2. 

In line with the tripartite model, emotion coaching was empirically found to support 

adaptive emotion regulation development in children, adolescents, and young adults (e.g., Criss, 
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Morris, Ponce‐Garcia, Cui, & Silk, 2016; Gottman & DeClaire, 1997; Gottman, Katz, & 

Hooven, 1996) as well as numerous positive developmental outcomes such as fewer internalizing 

and externalizing problems (Johnson, Hawes, Eisenberg, Kohlhoff, & Dudeney, 2017; Katz & 

Hunter, 2007; Shortt, Stoolmiller, Smith‐Shine, Mark Eddy, & Sheeber, 2010; Stocker, 

Richmond, Rhoades, & Kiang, 2007). At the same time, not all youth are equally likely to be 

emotion coached by their parents. Youth with older age, with some emotional and behavioural 

problems such as anxiety or conduct disorders, and with difficulties regulating anger were found 

to receive less emotion coaching (Eisenberg & Morris, 2002; Klimes‐Dougan et al., 2007). On 

the other hand, youth with emotional and behavioural problems were also found to benefit the 

most from emotion coaching when they receive it (Dunsmore, Booker, Ollendick, & Greene, 

2016; Hastings et al., 2014; Hunter et al., 2011), so an intervention focused on emotion coaching 

for parents of these youth might improve youth’s outcomes. This was indeed found in a couple 

intervention studies with the general population, where an increase in parents’ emotion coaching 

led to a reduction in child’s internalizing and externalizing symptoms (Havighurst et al., 2015; 

Kehoe et al., 2014). This literature will be reviewed further in Chapter 2. These findings suggest 

that teaching emotion coaching to parents might also be potentially beneficial for youth with 

EDs, if research demonstrates that the relationship between emotion coaching, youth’s emotion 

regulation, and youth’s ED psychopathology follow the same pattern found for internalizing and 

externalizing symptoms (Buckholdt, Parra, & Jobe-Shields, 2014; Eisenberg et al., 2001; Shortt 

et al., 2010). Including parents in emotion regulation interventions seems particularly salient for 

adolescents and young adults with EDs because they often appear less mature than their 

biological age and many reach certain developmental milestones later (Treasure, Whitaker, 

Whitney, & Schmidt, 2005). In addition, they may require more external support in emotion 
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regulation and socialization as they are coping with the impact of their illness and the effort of 

recovery in addition to the normative developmental tasks. 

According to the tripartite model (Morris et al., 2007), emotion coaching is also expected 

to vary based on parents’ characteristics. A small body of research suggests that parents’ emotion 

regulation skills and depression status might predict how they socialize children’s emotions 

(Buckholdt et al., 2014; Morelen, Shaffer, & Suveg, 2016; Silk et al., 2011). These findings are 

in line with EFFT’s notion that parents’ “emotional blocks” or, in other words, difficulties, may 

interfere with their emotion coaching (Robinson, Dolhanty, et al., 2013); however, further 

research with a focus on the psychological difficulties most prevalent in caregivers of those with 

EDs is needed to support this part of the EFFT framework. Parents’ gender is also relevant in 

emotion coaching, as mothers were found to be more involved in regulating their adolescent 

children’s emotions than fathers (Klimes‐Dougan et al., 2007; Stocker et al., 2007). This topic 

will also be elaborated in Chapter 2. Overall, research showed that emotion coaching predicts 

adaptive emotion regulation and less emotional and behavioural problems in youth but some 

youth and parents’ characteristics are linked to lower levels of emotion coaching.  

Emotion Coaching in Eating Disorders – An Area in Need of More Research 

Robinson, Dolhanty, and Greenberg (2013) proposed the EFFT framework for addressing 

emotion regulation difficulties and optimizing emotional functioning in children and adolescents 

with EDs by teaching parents emotion coaching and helping them overcome barriers to using it. 

This approach is based on a premise that ED symptoms are maladaptive attempts to regulate 

emotions and, therefore, parents can support their children’s recovery by taking on the external 

regulation of their children’s emotions during this highly emotional time. Importantly, the 

authors did not propose any upper age range for this intervention and it can be also used with 
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adults. In addition to teaching emotion coaching to parents, this approach also addresses the 

impact that parents’ own emotional functioning has on their engagement with emotion coaching 

and symptom interruption. EFFT advanced the field by providing a framework for addressing 

emotional difficulties in younger ED clients and outlining the relevance of external emotion 

regulation in ED recovery across all ages. To date, the empirically-supported therapies like CBT 

and FBT have focused on internal regulation of emotion and ED behaviours in adults (CBT) and 

external regulation of ED behaviours in children, adolescents, and young adults (FBT) but none 

have incorporated external regulation of emotion.   

Despite the development of the EFFT approach, there is very limited empirical 

knowledge about the relationship between emotion socialization practices and ED 

psychopathology. Existing findings will be discussed in Chapter 2. In short, they retrospectively 

showed that those with ED symptoms in adulthood reported having experienced less support 

towards their emotions from parents while growing up (e.g., Mountford, Corstorphine, 

Tomlinson, & Waller, 2007). To the author’s knowledge, no study to date has investigated 

emotion coaching and ED psychopathology. It is also unknown if there is a link between having 

a child with an ED diagnosis and emotion socialization practices. This is a relevant question 

because children’s characteristics are known to influence parental emotion coaching. Findings 

from other mental health populations like anxiety disorders (Hurrell, Houwing, & Hudson, 2017) 

allow researchers to hypothesize that parents of youth with ED diagnoses would use less emotion 

coaching than parents of healthy youth.  

When considering the other two channels of parental influence on child’s emotion 

regulation discussed by Morris et al. (2007), no studies to date have explored the link between 

parents’ emotion regulation difficulties and ED psychopathology but a large body of research has 
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linked the presence of an ED to high parental emotional overinvolvement and criticism – 

together known as expressed emotion (Anastasiadou, Medina-Pradas, Sepulveda, & Treasure, 

2014; Duclos, Vibert, Mattar, & Godart, 2012; Zabala, Macdonald, & Treasure, 2009) and 

considered one aspect of the emotional climate in the family (Morris et al., 2007). It remains 

unknown if the link between EDs and expressed emotion occurs through youth’s emotion 

regulation, as would be suggested by the tripartite model (Morris et al., 2007). The components 

of expressed emotion and related research will be described further in Chapter 2. 

Lastly, EFFT makes a theoretical assertion that parents’ engagement with both emotion 

coaching and symptom interruption may be thwarted when parents experience “emotional 

blocks”, that is, emotional difficulties like depressed mood, that limit their effective engagement 

in youth’s recovery (Robinson, Dolhanty, et al., 2013). Caregivers of individuals with EDs are 

known to have high levels of psychological distress, depression, and burden (Anastasiadou et al., 

2014; Zabala et al., 2009; see Chapter 2 for review of this literature) but the literature on the 

relationship between such difficulties and emotion socialization practices is very scarce. In 

contrast, there is substantial support for positive relationships between psychological difficulties 

and expressed emotion (Duclos et al., 2014; Duclos et al., 2012; Rienecke & Richmond, 2017) 

suggesting that such a link might also be present for emotion coaching and other emotion 

socialization practices.  

Overall, research on emotion socialization and ED psychopathology is very limited, 

except in the area of expressed emotion. Understanding if and how the three channels of the 

tripartite model (Morris et al., 2007) are related to ED psychopathology can provide preliminary 

support for the EFFT model and identify areas where the model might need refinement. This can 

lead to further improvements of treatments for EDs. Consequently, the aim of the current study 
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was to investigate if maternal socialization of emotions relates to daughters’ ED 

psychopathology and emotion regulation as well as to mothers’ own emotional difficulties as 

suggested by the tripartite (Morris et al., 2007) and the EFFT models (Robinson, Dolhanty, et al., 

2013). The research questions and hypotheses related to this aim will be presented at the end of 

Chapter 2, following the review of the relevant empirical literature.   
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Chapter 2: Review of the Literature 

This chapter summarizes the research in the areas of emotion socialization and EDs that 

informed the current investigation as well as introduces the aim of the present study. The chapter 

begins with a review of the literature in developmental psychology that demonstrates the links 

between emotion socialization, youths’ emotion regulation and mental health as well as parents’ 

and youths’ individual differences in relation to emotion socialization. When available, emphasis 

is given to research with adolescents and young adults, although seminal research with children 

is also presented. The second part of the chapter reviews research from the field of EDs, with a 

focus on emotion regulation and family functioning, and their links to ED psychopathology. The 

chapter concludes by highlighting gaps in this literature and presenting the current study 

designed to fill these gaps. 

Conceptual Frameworks of Emotion Socialization 

Although humans are biologically wired to experience emotions, many aspects of 

emotional competence, such as emotion regulation, are learned from social environments 

through emotion socialization (Eisenberg et al., 1998). Parents are considered the most important 

agents of emotion socialization (Brand & Klimes‐Dougan, 2010) given their prominent role in 

children’s development. Most interest in the empirical and theoretical literature on this topic has 

been given to parenting practices towards children’s emotional displays, which have been linked 

to various aspects of children’s functioning (e.g., Thompson, 2013). These emotion socialization 

practices can be generally grouped into supportive (e.g., emotion coaching) and unsupportive 

ones (e.g., emotion dismissing) based on parents’ attitudes towards children’s emotional 

experiences. Gottman and colleagues (Gottman & DeClaire, 1997; Gottman et al., 1996) 

provided a seminal framework for conceptualizing these practices. These authors observed that 
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parents’ emotion socialization behaviours were linked to their attitudes towards emotions and 

called this combination of attitudes and behaviours a meta-emotion philosophy. Later research 

provided further support for positive correlations between the attitudinal and behavioural 

components of meta-emotion philosophies (Cleary & Katz, 2008; Yap, Allen, Leve, & Katz, 

2008).  

Based on interviews with parents, Gottman and colleagues (Gottman & DeClaire, 1997; 

Gottman et al., 1996) distinguished two primary meta-emotion philosophies: emotion coaching 

and emotion dismissing. Emotion coaching is an adaptive meta-emotion philosophy composed of 

five elements, (1) accurately recognizing even subtle emotions in the child and in self, (2) seeing 

emotions as an opportunity for closeness and teaching, (3) validating child’s emotions, (4) 

helping the child name the emotion and, if still needed, (5) problem solving the situation that 

elicited the emotion. Emotion coaching communicates to children that emotions are important, 

acceptable, and manageable, and, through this, it strengthens children’s abilities to regulate 

emotions. A dismissing meta-emotion philosophy is characterized by limited awareness of 

emotions and is driven by a belief that emotions are either harmful or otherwise undesirable and 

need to be neutralized rather than accepted. Parents with this meta-emotion philosophy either 

ignore children’s negative emotions or attempt to change them, instead of providing empathy and 

normalization. Research suggests that emotion coaching and dismissing are not mutually 

exclusive (Lunkenheimer, Shields, & Cortina, 2007). Two other types of meta-emotion 

philosophies, disapproving and laisser-faire, were also identified (Gottman & DeClaire, 1997) 

but have rarely been studied empirically.  

Meta-emotion philosophy is an agent of emotion socialization and is believed to shape 

the development of emotion regulation skills, which, in turn, help attain better overall adjustment 
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in youth, including fewer mental health problems (Gottman et al., 1996; Morris et al., 2007). 

Toddlers and children rely on their parents to help them regulate emotions long before they are 

able do so themselves (Diamond & Aspinwall, 2003). However, emotion socialization practices 

continue to be important at older ages as well. In adolescence, emotion coaching provides 

external support for emotion regulation at a developmental stage when youth’s prefrontal 

regulatory regions are not yet fully developed, while the limbic structures increase in reactivity 

(Ahmed, Bittencourt-Hewitt, & Sebastian, 2015; Hare et al., 2008; Paus, 2005; Steinberg, 2005). 

The maturation of the prefrontal cortex responsible for emotion regulation continues in the third 

decade of life (Ahmed et al., 2015) and contemporary literature on emotion socialization 

includes emerging adulthood (18-25 years) as a relevant developmental period (Morris, 

Houltberg, et al., 2017). However, external support in emotion regulation continues to be utilized 

by adults, despite having better internal regulation strategies than earlier in life, and this is 

particularly beneficial at times that exceed adults’ ability to self-regulate emotions, such as 

episodes of mental illness or stressful life events (Thompson, 2013).  

Gottman’s framework was expanded by Morris and colleagues (2007), who incorporated 

it into their tripartite model of familial socialization of emotion regulation. A simplified visual 

presentation of this model is shown in Figure 1. In addition to emotion socialization practices 

like emotion coaching, this model describes two other mechanisms or channels through which 

parents influence children’s emotion regulation – modelling of emotion regulation skills and 

providing an overall emotional climate in the family. Emotional climate includes a broad array of 

family characteristics, such as the general parenting style, the quality of the marital relationship, 

and expressed emotion. Expressed emotion refers to a specific constellation of familial 

interactions that, despite being quite commonplace rather than pathological, have been associated 
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with an increased risk of relapse into mental health disorders (Brown & Rutter, 1966; Hooley, 

2007; Wiedemann, Rayki, Feinstein, & Hahlweg, 2002).  These familial interactions are also 

believed to negatively affect youth’s emotion regulation abilities in the general population 

(Morris et al., 2007). Families with high expressed emotion are characterized by high levels of 

criticism, hostility, and emotional overinvolvement. Criticism refers to expressions of dislike or 

resentment towards child’s behaviour. Hostility describes criticism or rejection of the child as a 

person, while emotional overinvolvement refers to excessively overprotective, controlling or 

dramatic parenting. The two most frequently studied reactions are criticism or emotional 

overinvolvement (Hooley, 2007).  

 

 

Figure 1. Simplified tripartite model of parental influences on children's emotion regulation 

(based on Morris et al., 2007). Reprinted with permission from John Wiley & Sons, Inc. 

Together, these three types of processes influence the way in which children learn to 

regulate emotions, which, in turn, affects their adjustment in other areas, such as social 

relationships or mental health. According to the tripartite model, parental emotion socialization 

may differ depending on parents’ characteristics, such as their mental health and emotion 
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regulation strategies. The elements of this model have been tested empirically and there is 

growing support for its validity (see Morris et al., 2017 for a review). This literature will be 

discussed in the following sections, with the focus on each of the three channels of parental 

influence in children’s emotion regulation as well as parents’ characteristics that are believed to 

influence their emotion socialization practices.  

Research on Emotion Socialization Practices and Youth’s Outcomes 

Several studies have tested the links between parental emotion socialization and youth’s 

emotional, social, academic and other functional outcomes. Most studies have focused on 

children and younger adolescents but some have included older adolescents and young adults. 

The links between emotion socialization practices and youth emotion regulation have been found 

across the age groups, from young children to emerging adults (Morris, Houltberg, et al., 2017). 

Researchers who have studied emotion socialization have used a breadth of sources of data, 

including self-report measures (e.g., Baker, Fenning, & Crnic, 2011; Morris, Houltberg, et al., 

2017; Valiente, Lemery‐Chalfant, & Reiser, 2007), interviews (Gottman et al., 1996; Shipman et 

al., 2007; Shortt et al., 2010), observations of family interactions (Shipman et al., 2007), and 

observations of children’s interactions with peers (Katz & Windecker-Nelson, 2004). Various 

informants have been used, including parents, children, and teachers. For the purpose of this 

paper, the reviewed literature was limited to emotional outcomes of two types, emotion 

regulation and psychopathology. 

Emotion socialization practices and youth’s emotion regulation. As introduced in 

Chapter 1, emotion regulation refers to the ability to be aware of and modulate emotions without 

allowing them to interfere with behavioural goals (Gratz & Tull, 2010; Thompson, 1994). 

Research has demonstrated that emotion socialization practices are related to the observed, 
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reported, and physiological indicators of both adaptive and maladaptive emotion regulation in 

children and youth of various ages (Criss et al., 2016; Gottman et al., 1996; Morelen et al., 2016; 

Morelen & Suveg, 2012; Shipman et al., 2007; Valiente et al., 2007). Effect sizes have ranged 

from small (Criss et al., 2016; Valiente et al., 2007) to large (Morelen et al., 2016) but there was 

variability in the types of methodologies, measures, and informants used.  

In their seminal study, Gottman and colleagues (1996) found that children who received 

emotion coaching had better physiological indicators of emotion regulation, including basal 

vagal tone and vagal tone suppression. Vagal tone suppression at 4-5 years of age predicted 

lower need for parental help in regulating children’s emotions at the age of 8. Separate 

observational and self-report investigations found that pre-adolescent children of parents with 

supportive emotion socialization practices used more adaptive emotion regulation strategies 

(Morelen et al., 2016; Morelen & Suveg, 2012; Shipman et al., 2007; Valiente et al., 2007). 

Similar relationships were found in adolescents aged 10 to 18 for parent-reported, youth-reported 

as well as observed emotion regulation, with no evidence for a significant moderating effect of 

age on these relationships (Criss et al., 2016). Unsupportive emotion socialization practices have 

been linked to more parent-observed emotional lability and negativity (Morelen et al., 2016; 

Shipman et al., 2007) and less self- and parent-reported effortful control in youth (Valiente et al., 

2007). Both emotional lability and negativity, and effortful control are measures of emotion 

regulation, with the former capturing dysregulated emotionality, and the latter referring to an 

adaptive emotion regulation strategy. Together, these results support the notion that emotion 

socialization is related to youth emotion regulation such that supportive socialization is 

associated with adaptive regulation and unsupportive socialization is associated with emotion 

dysregulation.  
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Emotion socialization and youth’s mental health. In addition to emotion regulation, a 

number of studies with various age groups, types of measurement, and informants, have linked 

emotion socialization with youth’s mental health. Both supportive and unsupportive emotion 

socialization attitudes have been found relevant. Two separate studies reported that young (12-14 

years old) and older adolescents (14-18.5 years old), respectively, had fewer internalizing 

symptoms when they received more emotion coaching from their mothers. These results had 

medium effect sizes (Katz & Hunter, 2007; Stocker et al., 2007). Prospectively, adolescents who 

reported being emotion coached by their parents at the age of 12.5 were significantly less likely 

to experience an onset of major depressive disorder by the age of 19 (Schwartz et al., 2018). 

Results regarding a direct relationship between emotion coaching and adolescent externalizing 

symptoms have been less consistent (Katz & Hunter, 2007; Shortt et al., 2010; Stocker et al., 

2007) with some studies finding and others failing to find significant total effects. However, 

indirect relationships through child’s emotion regulation have been reported in two samples of 

pre-adolescents (Shortt et al., 2010; Valiente et al., 2007). In addition, externalizing symptoms 

have been included as part of conduct problems in a recent meta-analysis (Johnson et al., 2017), 

which demonstrated a small significant effect of supportive emotion socialization, such as 

emotion coaching, on fewer conduct problems later in the course of development. This 

relationship was not moderated by youth’s age, ethnicity, or any differences in methodology, 

such as measurement methods or informants. Cross-sectionally, the relationship between 

emotion socialization and conduct problems was stronger in younger children. Only the 

socialization of children’s negative emotions was related to children’s conduct problems. 

Randomized intervention studies, which have remained scarce, have supported a causal 

link between emotion coaching and better youths’ mental health as well as provided evidence 
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that increased emotion coaching even later in youth’s lives can have beneficial effects. 

Specifically, primary caregivers of pre-adolescents (10-13 years old), who completed a six-

week-long intervention where they learned emotion coaching skills, reported improvement in 

their emotion coaching and emotion regulation as well as in their children’s externalizing 

symptoms, depression, and anxiety following the intervention (Havighurst et al., 2015; Kehoe et 

al., 2014). These promising results allow to hypothesize that other mental health problems in 

youth might also be alleviated with emotion coaching interventions, although this hypothesis has 

not been tested empirically. The first step to answering this question could be examining 

concurrent relationships between parental coaching, other mental health problems such as EDs, 

and emotion regulation, to test if they are related in a manner suggested by the tripartite model 

(Morris et al., 2007). 

Contrary to supportive emotion socialization practices, unsupportive socialization has 

been consistently associated with more mental health problems in youth. Adolescents and pre-

adolescents who indicated that their parents were unsupportive of their negative emotions also 

reported more internalizing and externalizing difficulties (O'Neal & Magai, 2005), and 

depressive symptoms (Sanders, Zeman, Poon, & Miller, 2015). Mothers who were observed 

responding with unsupportive emotion socialization to their pre-adolescent children’s difficulties 

with regulating anger reported that their children had poorer general mental health. This 

relationship had a medium effect size (Morelen & Suveg, 2012). Longitudinal relationships were 

found between both observed and parent-reported unsupportive emotion socialization by mothers 

and an increase in internalizing and depressive symptoms one to two years later in children (3-9 

years of age; Silk et al., 2011) and in adolescents (11-16 years of age; Hastings et al., 2014). 

These relationships were robust after controlling for numerous confounding factors such as 
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youths’ age, sex, baseline internalizing problems, externalizing problems, and other. Emotion 

dismissing was also linked to higher anxiety in youth aged 9-13 (Karkhanis & Winsler, 2016), 

although a corresponding longitudinal relationship was not found (Hastings et al., 2014). Young 

adults who retrospectively reported that they had experienced more unsupportive emotion 

socialization from their parents had higher psychological distress (Garside & Klimes-Dougan, 

2002).  

Together, the studies of emotion socialization and youth mental health provide 

convincing evidence that parental socialization practices and youth’s emotional and behavioural 

problems are related, with some evidence that youth receiving supportive emotion socialization 

see an improvement in their behavioural problems over time, while those receiving unsupportive 

socialization report a subsequent decline in mental health. Importantly for clinical practice, there 

is evidence that changing parents’ emotion coaching even later in child’s development can result 

in observed changes in youth’s internalizing and externalizing symptoms. It remains unknown if 

other types of mental health problems, such as EDs, are related to emotion socialization practices 

in similar ways as internalizing and externalizing difficulties. This is probable because emotion 

regulation difficulties are one of the factors that maintain EDs (e.g., Danner et al., 2014). This 

literature will be discussed in the latter part of this chapter. Theory suggests that the links 

between emotion socialization practices and mental health symptoms should be mediated by 

youth emotion regulation (Gottman et al., 1996; Morris et al., 2007).   

Mediation by youth emotion regulation. In addition to outlining the role that parental 

emotion socialization plays in both youth emotion regulation and mental health problems, both 

Gottman et al. (1996) and Morris et al. (2007) proposed a mediated mechanism, in which youth 

emotion regulation is a mediator between emotion socialization practices and youth’s 
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psychosocial outcomes (Gottman et al., 1996; Morris et al., 2007). This mediated relationship 

has been supported by research. For example, Gottman and colleagues (1996) reported that 

physiological markers of child’s adaptive emotion regulation mediated the relationship between 

emotion coaching and many of children’s outcomes such as academic achievement and physical 

health. Blair and colleagues (2014) reported a longitudinal path analysis showing that maternal 

emotion socialization at five predicted change in child’s emotion regulation by the age of seven, 

which in turn predicted the quality of peer relationships at the age of 10. In addition, the well-

documented relationship between parental emotion socialization and youth’s mental health 

outcomes, such as internalizing or externalizing, has been found to have the same indirect path 

through youth emotion regulation (Buckholdt et al., 2014; Eisenberg et al., 2001; Shortt et al., 

2010; Valiente et al., 2007). Participants in these studies ranged in age from pre-adolescence to 

18 years old. Shortt and colleagues (2010) also found some support for this mediated effect on 

adolescents’ externalizing symptoms in their three-year longitudinal data.  

Individual Differences and Emotion Socialization 

Despite the evidence that supportive emotion socialization practices are linked to better 

youth’s emotional and mental health functioning across the youth’s age spectrum, not all parents 

utilize these practices to the same extent. The literature on individual differences in emotion 

socialization practices remains scarce, which limits the ability to determine who might benefit 

the most from learning supportive emotion socialization like emotion coaching. The studies that 

have been conducted on this topic suggest that the variability in socialization practices depends 

on both parents and youth’s characteristics (Morris et al., 2007).  

Research on children’s characteristics and emotion socialization. Parents were found 

less likely to help regulate emotions of adolescents but did so commonly with younger children 
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(Eisenberg & Morris, 2002). Similarly, younger adolescents were more likely to receive 

supportive emotion regulation from parents than older adolescents, who were more likely to 

experience unsupportive socialization. This relationship was found in adolescents both with and 

without emotional and behavioural difficulties (Klimes‐Dougan et al., 2007; O'Neal & Magai, 

2005). Such difference in parental socialization practices based on children’s age might reflect a 

parental expectation that adolescents will already be able to independently regulate their 

emotions. However, as was discussed in Chapter 1, brain research has shown that the maturation 

of the regulatory pre-frontal brain regions is slower than that of the subcortical regions 

responsible for emotional experiences, creating a disconnect between adolescents’ emotional 

experiences and the ability to manage them effectively (Steinberg, 2005). Given this and the 

ongoing brain plasticity during adolescence, youth at that age can benefit significantly from 

parental emotion socialization (Morris, Criss, et al., 2017; Morris et al., 2007).   

Several studies suggest that parents respond less supportively and more unsupportively to 

their children’s emotions when the children have more emotional and behavioural difficulties. 

Such relationships have been demonstrated for anxiety disorders (Hurrell et al., 2017), child 

conduct problems (Katz & Windecker-Nelson, 2004), internalizing and externalizing symptoms 

(Klimes‐Dougan et al., 2007), and dysregulated emotions (Morelen & Suveg, 2012). Klimes-

Dougan and colleagues (2007) found that adolescents with emotional and behavioural difficulties 

reported more unsupportive parental responses to their emotions, especially anger. Similarly, 

parents of seven to 15 year olds were significantly less likely to emotion coach their children and 

more likely to dismiss children’s emotions, if the child had an anxiety disorder (Hurrell et al., 

2017). Anger received the least emotion coaching. However, some disorder-specific variability 

might exist: Katz and Hunter (2007) did not find any differences in meta-emotion philosophies 
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between mothers of young adolescents with high and low levels of depressive symptoms, 

although mothers of those with high depressive symptoms reported less acceptance and 

expression of their own emotions. No study to date has explored if there are differences in 

emotion socialization between parents of youth with and without EDs.  

Together, these studies indicate that emotion coaching might be giving way to emotion 

dismissing when a child has behavioural or emotional problems, especially when they display 

anger. On the other hand, some research suggests that youth with mental health problems might 

benefit from supportive emotion socialization more than their healthy peers. For example, 

maternal acceptance, coaching, and attending to negative emotions was linked to youth’s 

adaptive meta-emotion philosophies about their own emotions in youth with depression but not 

in their healthy peers (Hunter et al., 2011). Similarly, young children who struggled with 

behaviour regulation demonstrated more pro-social behaviours if they received emotion coaching 

from parents, while no relationship was found in children with good behaviour regulation 

(Lagacé‐Séguin & Coplan, 2005). These findings support the theory that external emotion 

regulation resources are especially needed at times when internal emotion regulation skills are 

insufficient (Thompson, 1994). There is an unfortunate paradox in these findings: parents were 

found to be least likely to emotion coach the children who benefit from emotion coaching the 

most, while they were most unsupportive of emotions in the children who might be most 

negatively impacted by unsupportive responses. 

Research on parents’ characteristics and emotion socialization. According to the 

tripartite model (Morris et al., 2007), emotion socialization is also impacted by parents’ own 

characteristics, such as their mental health or emotion regulation difficulties. This topic has 

received surprisingly little attention given its potential implications for clinical practice. Parents 
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of youth with emotional or behavioural problems might themselves suffer from psychological 

difficulties (Sullivan, Neale, & Kendler, 2000) or feel overburdened with caregiving for their 

child (Zabala et al., 2009) and, therefore, have limited psychological resources to emotion coach. 

These parents might be emotionally unaware or overwhelmed and either struggle to recognize 

when their children need emotion coaching or struggle to regulate their own negative reactions to 

their children’s negative emotions. Consequently, these parents might be more likely to respond 

unsupportively. Meta-analytic results suggest that there is a relationship between maternal 

depression and general parenting style (Lovejoy, Graczyk, O'Hare, & Neuman, 2000). If similar 

relationships were found for emotion socialization practices specifically, they would point to 

important individual differences that could inform further research and intervention. To date, 

only a handful of studies have explored the link between parental, specifically maternal, mental 

health and emotion socialization practices. Mothers with early-onset depression were found to 

use less supportive and more unsupportive responses to their children’s negative emotions than a 

comparison group of healthy mothers (Silk et al., 2011). The association between depression and 

socialization practices was not replicated in a sample of mothers who had experienced violence 

from their partners (Maliken, 2014); however, these mothers were assessed after they had 

received an intervention designed to enhance their emotion coaching. Although the authors 

controlled for the number of sessions completed by the participants, it is possible that 

participation even in one or two sessions reduced the relationship between mothers’ mental 

health and their approaches to emotion socialization.  

There is some evidence that parents who are more effective in regulating their own 

emotions are also more supportive of their children’s emotionality. Parents who reported using 

an adaptive emotion regulation strategy of cognitive reappraisal were found to use more emotion 
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coaching with their adolescent children who suffered from anxiety or depression (medium 

effect), while no association was found for emotion dismissing (Remmes & Ehrenreich-May, 

2014). On the other hand, mothers’ difficulties with emotion regulation have been linked to 

unsupportive socialization in normative samples (medium effect, Buckholdt et al., 2014; Morelen 

et al., 2016); while no relationship with supportive emotion socialization was found (Morelen et 

al., 2016). Overall, research on psychological functioning and emotion socialization is very 

limited and, while it has supported a link between parental emotion regulation and socialization 

practices, the results for parental depression are inconsistent. Therefore, further research on this 

topic is needed.  

 Lastly, while both mothers and fathers have been found to engage in emotion 

socialization practices, some gender differences have been reported. Mothers were found more 

likely to support emotion socialization in adolescents than fathers, who were more likely to 

dismiss adolescents’ emotions. Mothers were also more involved in socializing anger than were 

fathers (Garside & Klimes-Dougan, 2002; Klimes‐Dougan et al., 2007; Stocker et al., 2007). 

These results suggest that mothers have a unique and central role in adaptive emotion 

socialization during this developmental period. Studies with only one parent have typically 

included mothers (Dunsmore et al., 2016; Karkhanis & Winsler, 2016; Katz & Hunter, 2007). 

Research on Links between Parents and Children’s Emotion Regulation 

The tripartite model (Morris et al., 2007) posits that children observe and mimic the 

emotion regulation skills used by their parents. This is the second channel of parental influence 

on children’s emotion regulation in this model. Parental emotion regulation influences children’s 

adjustment, including their mental health, both directly and indirectly through children’s emotion 

regulation. This channel of the tripartite model has not been studied as broadly as emotion 
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socialization practices. The studies that have been conducted have supported the model in both in 

the general and clinical populations. In a seminal study with preschoolers, Denham and 

colleagues (Denham, Mitchell-Copeland, Strandberg, Auerbach, & Blair, 1997) found a positive 

relationship between children and parents’ observed affective balance, with medium effect sizes. 

No moderating effect of sex or age was present. Morelen, Shaffer, and Suveg (2016) found that 

mothers with better emotion regulation reported having pre-adolescent children with more 

adaptive emotion regulation skills and less emotion dysregulation (medium effect sizes). Similar 

results, independent of the child’s age, were reported by Bariola, Hughes, and Gullone (2012) in 

a sample of youth aged 10-19. These authors found that suppression of emotions by mothers was 

predictive of suppression in children, with a small effect size. A longitudinal connection was also 

found between parental emotion regulation difficulties when their sons were 9 to 13 years of age, 

and son’s emotion regulation difficulties at ages 17 to 19 (Kim, Pears, Capaldi, & Owen, 2009). 

This study did not include daughters. 

In samples with mental health problems, both mothers with depression and their children 

(aged 8-13) were found to use fewer and less effective emotion regulation strategies than their 

counterparts without depression (Garber, Braafladt, & Zeman, 1991). Similar findings were 

reported in adolescents with anxiety disorders aged 12 to 18, where mothers’ use of suppression 

to regulate emotions was related to poor emotional awareness in children (Remmes & 

Ehrenreich-May, 2014). While this research is in line with the tripartite model, it has included 

only a small number of mental health difficulties and, therefore, studies on other types of 

psychopathology would contribute to this body of literature. To the author’s knowledge, there 

have been no empirical investigations of the mediated relationship between parental emotion 

regulation and children’s psychopathology through children’s emotion regulation.  
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Research on Expressed Emotion and Youth’s Psychological Functioning 

 The last channel of parental influence on child’s emotion regulation in the tripartite 

model is the overall emotional climate in the family, including expressed emotion (Morris et al., 

2007). In the tripartite model, high expressed emotion is conceptualized to negatively impact 

youth’s psychological functioning both directly and indirectly through youths’ emotion 

regulation. It is of note that expressed emotion does not cause mental health problems but, 

consistent with the stress-diathesis model, may contribute to the timing of gene expression in 

those with a genetic vulnerability to such problems. Conversely, a supportive family 

environment can delay or prevent such expression (Tienari et al., 2004). Research on expressed 

emotion has explored its direct links to psychopathology and treatment outcomes rather than 

emotion regulation. Evidence suggests that families of children, adolescents, and adults with 

mental health disorders are more likely to have high expressed emotion and familial expressed 

emotion is linked to children’s psychopathology symptoms. The disorders and symptoms in 

these studies have included depression (Asarnow, Goldstein, Tompson, & Guthrie, 1993; 

McCleary & Sanford, 2002; Silk et al., 2009; Tompson et al., 2010), obsessive-compulsive 

disorder (Hibbs et al., 1991; Przeworski et al., 2012), and disruptive behaviour disorders (Hibbs 

et al., 1991) among others. High expressed emotion has also been associated with worse 

treatment outcomes in pediatric mental health disorders including depressive disorder (Asarnow 

et al., 1993),  obsessive compulsive disorder (Peris, Yadegar, Asarnow, & Piacentini, 2012), and 

EDs (van Furth et al., 1996). The associations between ED psychopathology and expressed 

emotion will be elaborated later in this chapter.  

Despite the substantial literature that links high expressed emotion to worse mental health 

functioning across age groups, little is known about the mechanisms through which expressed 
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emotion is related to psychopathology and other outcomes. The mediation through emotion 

regulation proposed in the tripartite model (Morris et al., 2007) has not been tested empirically. 

Brain imaging studies have supported the relationship between maternal critical comments and 

youth’s difficulties regulating emotions; healthy youth aged 9 to 17 who were experimentally 

exposed to critical comments from their mothers had an increased activation in the limbic system 

responsible for the emotional response and decreased activity in the prefrontal cortex responsible 

for emotion regulation (Lee, Siegle, Dahl, Hooley, & Silk, 2014). This response was even 

stronger in a sample of youth (aged 12 to 16) with anxiety and depression symptoms (Aupperle 

et al., 2016). These results suggest that young people struggle to effectively regulate their 

emotional responses to mother’s criticism, which may affect their overall emotion regulation 

capacities when criticism occurs repetitively. There is also a possible negative relationship 

between emotion coaching and high expressed emotion; parents who used emotion coaching or 

were more emotionally aware exhibited less derogatory parenting style (Gottman et al., 1996). 

This style was characterized by criticism, intrusiveness, and mockery, some of which are also 

dimensions of expressed emotion. 

 Emotion Socialization, Emotion Regulation, and their Relevance for ED Psychopathology  

 The theoretical and empirical literature presented in the first part of this chapter 

highlighted how parental emotion socialization relates to youth’s emotion regulation, which is 

then related to youth’s mental health. The tripartite model of parental socialization of children’s 

emotion regulation (Morris et al., 2007) was selected as a conceptual framework because it is 

comprehensive and incorporates three different mechanisms that link parenting to children’s 

emotion regulation. One of these mechanisms, expressed emotion, has previously been identified 

as an important familial factor in EDs (Zabala et al., 2009) and another, emotion coaching, has 
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recently been proposed as potential factor in ED recovery (Robinson, Dolhanty, et al., 2013) but 

has not yet been studied in relation to ED psychopathology. Consequently, the tripartite model 

can help facilitate the integration of separate lines of research related to parenting, emotion 

regulation, and ED psychopathology. The second part of this chapter will discuss the empirical 

evidence supporting the relevance of the tripartite model for conceptualizing familial influences 

on emotion regulation in youth with ED psychopathology of both clinical and sub-clinical 

severity. The gaps in this literature will be identified and the current study that aims to fill these 

gaps will be introduced. 

Overview of ED diagnostic categories and prevalence. It is estimated that by the age of 

20, 13.1% of young women will have experienced a specified or unspecified ED (Stice, Marti, & 

Rohde, 2013). EDs are a group of mental health disorders that manifest in disturbed eating 

behaviours and often, although not always, in placing undue importance on weight and shape as 

the primary basis for self-evaluation. Some individuals with EDs engage in compensatory 

behaviours, such as purging, exercising, or using substances to reduce possible weight gain after 

consuming food (American Psychiatric Association, 2013; Fairburn et al., 2003). Specified 

eating disorders include AN, BN, binge eating disorder (BED), and avoidant/restrictive food 

intake disorder (ARFID). The prevalence of other specified and unspecified feeding and eating 

disorders (OSFED, USFED, previously called eating disorders not otherwise specified in the 

DSM-IV-TR) has decreased since the diagnostic criteria were changed in the DSM-5 (American 

Psychiatric Association, 2013) but these conditions remain a large proportion of all EDs (Allen, 

Byrne, Oddy, & Crosby, 2013; Mancuso et al., 2015; Mustelin, Lehtokari, & Keski‐Rahkonen, 

2016; Stice et al., 2013). OSFED and USFED include atypical presentations or EDs that do not 

meet the full criteria for AN, BN, or BED. Migration from one ED diagnosis to another over 
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time is also common (Ackard, Fulkerson, & Neumark-Sztainer, 2011; Stice et al., 2013) and the 

dominant model of ED psychopathology conceptualizes EDs in a transdiagnostic manner, 

emphasizing the similarities and the fluidity between diagnoses (Fairburn et al., 2003). 

The same diagnostic categories used with adults also apply to children and adolescents. 

The first episode of an ED usually occurs in late adolescence or early adulthood (Hudson, Hiripi, 

Pope Jr, & Kessler, 2007) and 15-19 year olds are the most likely age group to develop AN 

(Hoek, 2006; Van Son, Van Hoeken, Bartelds, Van Furth, & Hoek, 2006). However, EDs are 

also present in children, younger adolescents, and adults of all ages. The presentation in children 

and adolescents is similar to EDs in adults, except that there might not be a visible loss of weight 

in AN. This occurs because healthy children and adolescents grow and gain weight, so even 

steady or slowly-increasing weight might be significantly below what is expected for a child’s 

age and height (Bryant-Waugh & Lask, 2002). Younger individuals might also have greater 

difficulty in understanding and communicating the cognitive and affective processes underlying 

their ED behaviours, making diagnosing these aspects more challenging (Quine, 2012).  

Research on emotion regulation difficulties and ED psychopathology.  In the last 20 

years, a growing body of research with clinical and community populations has shown that ED 

psychopathology is linked to difficulties with emotion regulation (e.g., Brockmeyer et al., 2014; 

Lavender et al., 2015). Conversely, improvement in ED psychopathology has coincided with 

improved emotion regulation (Rozworska, Fitzpatrick, Steiger, & Larouche Wilson, 2013). Most 

researchers have focused on broad dimensions of emotion regulation and some have explored the 

regulation of specific emotions. Similarly to other empirical literature on EDs, adults’ emotion 

regulation was studied more frequently than youth’s. Comparisons between emotional 

functioning in adults and adolescents with ED psychopathology have been scant and when they 
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were conducted, no differences between these age groups were detected (Zonnevylle-Bender, 

Van Goozen, Cohen-Kettenis, van Elburg, & Van Engeland, 2004).  

Research has demonstrated that ED psychopathology and diagnosis are related to greater 

emotion regulation difficulties and reduced use of adaptive regulation strategies compared to the 

general population (Anderson et al., 2018; Brockmeyer et al., 2014; Danner et al., 2014; 

Harrison, Sullivan, Tchanturia, & Treasure, 2010; Svaldi et al., 2012). For example, Danner et al. 

(2014) and Svaldi et al. (2012) tested the use of adaptive (cognitive reappraisal) and maladaptive 

(suppression) emotion regulation strategies in individuals with EDs and in healthy controls. 

Individuals with EDs were more likely to suppress their emotions than to reappraise their 

thinking about the situation. Emotion suppression and avoidance are considered maladaptive 

emotion regulation strategies because they, paradoxically, interfere with effective functioning 

(Salters-Pedneault, Tull, & Roemer, 2004). Harrison et al. (2010) found that adult women with 

AN and BN had more difficulties with emotion regulation than healthy women. Difficulties with 

emotion regulation have been reported across the ED diagnostic categories (Brockmeyer et al., 

2014; Danner et al., 2014; Lavender et al., 2015). While some studied did not find differences in 

the severity of these difficulties between AN-R, AN-BP, and BN (Brockmeyer et al., 2014; 

Haynos, Roberto, Martinez, Attia, & Fruzzetti, 2014), more recent studies with both adults and 

adolescents reported that restrictive EDs (AN-R and OSFED-atypical AN) were related to lower 

self-reported general difficulties with emotion regulation than binging and purging EDs (AN-BP, 

BN, OSFED-atypical BN, OSFED-purging disorder; Anderson et al., 2018; Segal & Golan, 

2016; Weinbach, Sher, & Bohon, 2018). 

Greater emotion regulation difficulties have been associated with more overall ED 

psychopathology. Rozworska and colleagues (2013) found that the level of emotion suppression 
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predicted the severity of AN symptoms in women receiving day treatment for EDs, while 

improvement in emotion suppression over time was related to the reduction in AN symptoms. 

Medium-to-large correlations between difficulties with emotion regulation, use of emotion 

suppression and cognitive reappraisal, and ED psychopathology were reported by Svaldi et al. 

(2012) and large correlations between difficulties in emotion regulation and ED psychopathology 

in AN-R, AN-BP, and BN were reported by Segal and Golan (2016). The directions of these 

correlations were such that more severe ED psychopathology was related to less adaptive 

emotion regulation. Similar results were obtained from non-clinical samples, where difficulties 

with emotion regulation were related to more ED psychopathology in university students 

(Ambwani, Slane, Thomas, Hopwood, & Grilo, 2014; Robinson, Dolhanty, et al., 2013) and 

adolescents (Sim & Zeman, 2006), and to loss of control over eating in adolescents (Goossens, 

Van Malderen, Van Durme, & Braet, 2016; Kelly et al., 2016). Lack of emotional awareness was 

also associated with disordered eating in adolescence (Sim & Zeman, 2006). Based on this 

research it can be concluded that ineffective emotion regulation is linked to both subthreshold 

and clinical levels of ED psychopathology.  

The EFFT model (Robinson, Dolhanty, et al., 2013) posits that ED symptoms help 

alleviate unpleasant emotions in the absence of healthier effective emotion regulation strategies. 

Several studies, including some with experimental designs, have supported this 

conceptualization. Engel et al. (2013) found that individuals with EDs experienced heightened 

negative affect immediately before binging and purging and a few days before restricting. This 

affect reduced after binging and purging, although not immediately. These authors used 

electronic devices to track moment-by-moment emotional experiences in participants’ daily 

lives, allowing for a detailed temporal analysis and high external validity. Wildes and colleagues 
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(Wildes et al., 2012) conducted an experimental study in which they showed emotion-evoking 

film clips to patients with AN. Those who viewed the clip that evoked negative emotions 

responded with a greater increase in psychological symptoms of EDs than those who watched an 

emotionally-neutral clip. Qualitative studies also reported the self-regulating function of ED 

symptoms, particularly through suppression and numbing (Fox, 2009; Serpell, Treasure, 

Teasdale, & Sullivan, 1999). 

Among negative emotions, anger was found to be a particularly difficult emotion for 

individuals with ED psychopathology in both clinical and community samples. Geller and 

colleagues (Geller et al., 2000) reported that women with AN were more prone to silencing their 

expression of anger than both healthy women and women with other psychiatric conditions after 

controlling for age. Women who inhibited their expression of anger and who believed that they 

needed to present their emotions differently on the outside than on the inside had higher body 

dissatisfaction. In another study, women with bulimic symptoms, including those with BN, BED, 

and AN-BP also reported that they suppressed their anger (Waller et al., 2003). Similar results 

were obtained in non-clinical samples, in which ED symptoms were related to the inhibition of 

anger, particularly in women (Meyer et al., 2005; Zaitsoff, Geller, & Srikameswaran, 2002). This 

suggests that the relationship between anger suppression and ED psychopathology exists both in 

clinical and sub-clinical groups.  

Anger suppression in individuals with EDs results from their negative beliefs about 

anger. Research showed that these individuals believe that anger is a dangerous emotion and this 

belief correlated positively not only with anger suppression but also with the overall inhibition 

and inexpression of all emotions (Ioannou & Fox, 2009). Qualitative research has suggested that 

families of origin might play a role in the development of negative beliefs about anger by 
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individuals with EDs. These individuals described having learned from their families that anger 

was associated with danger and rejection, and should be avoided to prevent negative 

interpersonal consequences. Consequently, individuals with EDs develop strategies to suppress 

their anger, which involve food restriction and transforming anger into safer secondary emotions 

(Fox, 2009). This literature suggests that parental beliefs about anger might be related to 

difficulties with regulating emotions and ED psychopathology but no quantitative study to date 

has tested this hypothesis directly, despite interest in the role of family in ED etiology, 

maintenance, and recovery.  

The role of family in ED etiology and recovery. The focus on family functioning in 

relation to ED psychopathology is long standing, although the understanding of the role of 

family in ED etiology and recovery has shifted dramatically over 40 years. The early models of 

ED etiology placed family relationships as the primary cause of these disorders (Minuchin, 

Rosman, & Baker, 1978; Selvini-Palazzoli, 1974). Since that time, genetic research has 

debunked the myth of the causative “psychosomatic” family. Twin studies showed that ED 

pathology, both of diagnostic or subclinical severity, is influenced by a combination of genetic 

and individual environmental factors rather than familial factors (Munn et al., 2010; Yilmaz, 

Hardaway, & Bulik, 2015). There is currently a consensus in the field of EDs that the causes of 

EDs are biopsychosocial (Le Grange, Lock, Loeb, & Nicholls, 2010). While families do not 

cause EDs, they are inevitably affected by the presence of an ED and can engage in behaviours 

that enable the disorder (Whitney & Eisler, 2005). On the other hand, when parents are equipped 

with the right knowledge and skills, they can be important agents in the recovery process, as 

demonstrated by the efficacy of FBT (Couturier et al., 2013), which teaches parents the skills to 

assume a central role in managing their children’s daily eating behaviours during the acute phase 
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of the disorder. Family involvement in treatment of adults with EDs is typically less formal but 

women who recovered from an ED have pointed to supportive and loving interventions from 

families and friends as important agents of change, especially early in their recovery process 

(Nilsson & Hägglöf, 2006; Woods, 2004). This suggests that family can support recovery 

regardless of the patients’ age.  

Research on emotion socialization and ED psychopathology. Since parents equipped 

with the right skills and support can be effective in restoring healthy eating behaviours and 

weight in their children with EDs, they might also be effective in supporting their children’s 

emotion regulation if they were also taught relevant emotion socialization skills. EFFT postulates 

that implementing emotion coaching can improve emotion regulation in individuals with ED 

psychopathology, which is expected to positively impact this psychopathology (Robinson, 

Dolhanty, et al., 2013). This part of the chapter will review the research on the three channels of 

parental socialization of children’s emotion regulation in relation to ED psychopathology and 

identify the gaps in this literature.  

Are emotion socialization practices linked to ED psychopathology? A small body of 

research has explored the relationship between ED psychopathology in clinical and community 

samples and parents’ emotion socialization practices. All but one of these studies asked adult 

participants to report on their parents’ past emotion socialization practices. Such retrospectively-

reported unsupportive practices were related to higher ED psychopathology in a sample of 

college students (Buckholdt, Parra, & Jobe-Shields, 2010). Specifically, parental overriding of 

emotions was linked to compensatory eating behaviours and magnification of sadness and anger 

was related to binging, lack of control when eating and overall ED symptomatology. Both 

overriding and magnifying are considered unsupportive emotion socialization responses because 
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they communicate either that emotions need to be ignored or that they cannot be controlled. 

Retrospective studies of adult women with EDs (Mountford et al., 2007) and women from the 

general population (Haslam, Arcelus, Farrow, & Meyer, 2012) also found relationships between 

parental invalidation of emotions and ED psychopathology. Different invalidating experiences 

were associated with different ED disturbances: maternal invalidation was linked to bulimic 

symptoms (Mountford et al., 2007), while responses that emphasized the need to control 

emotions and behave rationally were linked to higher drive for thinness and excessive exercising 

(Haslam, Mountford, Meyer, & Waller, 2008; Mountford et al., 2007). The results of these 

retrospective studies are in line with the tripartite model (Morris et al., 2007).  

Only one study has used a concurrent design (Hughes-Scalise & Connell, 2014). The 

authors tested if they could discriminate between youth (11-17 years of age) with severe EDs and 

those with chronic pain based on parental unsupportive emotion socialization practices and 

adolescents’ emotional vulnerability (measured as their attentional bias to angry faces). Youth 

with parents who punished their sadness were more likely to have chronic pain than an ED, 

while parental magnification of sadness was higher in the ED group but only for those 

adolescents with moderate-to-high attentional bias towards angry faces. These preliminary 

results suggest that ED psychopathology might have a significant and unique relationship with 

parental emotion socialization and adolescents’ emotional functioning comparing to other 

conditions like chronic pain (Hughes-Scalise & Connell, 2014). The relationship between 

emotion socialization and ED psychopathology, therefore, warrants further investigation. 

One study, with a retrospective design and a sample of college students, has looked at the 

sequential effect of emotion socialization on disordered eating through emotion dysregulation. 

The results converged with the tripartite model, showing that certain unsupportive emotion 
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socialization reactions from parents were predictive of college students’ emotion dysregulation, 

which then predicted students’ loss of control while eating (Buckholdt et al., 2010). The authors, 

however, did not conduct a formal test of mediation (A. F. Hayes, 2013) to confirm the 

significance of the indirect effect or explored the effect of supportive emotion socialization.  

In sum, research on emotion socialization and ED psychopathology is scarce and has 

methodological limitations; however, it has consistently reported that more unsupportive 

emotion socialization by parents was related to greater ED psychopathology in both clinical and 

community samples. The directions of these relationships were consistent with the tripartite 

(Morris et al., 2007) and the EFFT models (Robinson, Dolhanty, et al., 2013).  

Research on the association between expressed emotion and ED psychopathology.  

While the first channel of the tripartite model, emotion socialization practices, has 

received little research attention in studies of ED psychopathology, the opposite is true of the 

second channel, expressed emotion, which has been studied broadly in EDs. The authors of these 

studies have measured expressed emotion either as a categorical (high vs. low) or a continuous 

variable and have recruited samples of adolescents, although some have also included adults (see 

Duclos et al., 2012 for a review). When expressed emotion was treated categorically, 35% to 

55% of parents of individuals with EDs were categorized as having high expressed emotion as 

assessed with interviews. These rates were even higher when self-report instruments were used, 

reaching up to 90% for overprotection, which is a component of emotional overinvolvement 

(Anastasiadou et al., 2014). Parents of adolescents and adults with AN had significantly larger 

proportion of high criticism and high emotional overinvolvement when compared to parents 

from the community (Kyriacou, Treasure, & Schmidt, 2008a). Similarly, when expressed 

emotion was measured continuously, parents of individuals with AN, BN, and BED reported 
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higher average levels of expressed emotion than a healthy comparison group (Di Paola, 

Faravelli, & Ricca, 2010). High expressed emotion was also linked to more severe ED 

psychopathology in clinical samples both concurrently and prospectively (Di Paola et al., 2010; 

Duclos et al., 2012; Rienecke & Richmond, 2017). Mothers of individuals with EDs scored 

higher than fathers on emotional overinvolvement and critical comments but not on hostility 

(Duclos et al., 2012; Rienecke & Richmond, 2017). Results regarding differences in expressed 

emotion based on ED diagnosis have been contradictory and inconclusive due to differences in 

methodologies and small sample sizes (Anastasiadou et al., 2014; Duclos et al., 2012).  

In addition, parents of individuals with EDs were more likely to have high levels of 

expressed emotion when their children were older, less socially adjusted, and had longer duration 

of illness and lower BMI. This suggests that high expressed emotion might be, at least in part, a 

reaction to the accumulating burden of caregiving (Coomber & King, 2013). Despite the 

consistent support for the relationship between expressed emotion and ED psychopathology in 

line with the tripartite model (Morris et al., 2007), it is unknown if this relationship is mediated 

by youth’s emotion regulation as would be suggested by this model. 

High parental expressed emotion, specifically criticism, has been related to poorer 

youth’s outcomes in FBT for AN (Eisler et al., 2000; Eisler, Simic, Russell, & Dare, 2007; Le 

Grange, Eisler, Dare, & Russell, 1992; Szmukler, Eisler, Russell, & Dare, 1985) and in treatment 

as usual for a mixed group of ED diagnoses (van Furth et al., 1996). In the latter intervention, 

less favourable outcomes were also related to parents’ emotional overinvolvement. Expressed 

emotion in caregivers of individuals with EDs can improve when they receive a specialized 

intervention. Carers who improved their expressed emotion and behaviours that accommodate 

and enable ED symptoms also reported improved behavioural functioning in their loved ones 
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with EDs (Goddard et al., 2011). This study did not examine potential mediators of the 

relationship between expressed emotion and patients’ functioning, such as emotion regulation. 

However, it provided preliminary evidence that changing caregivers’ behaviours towards 

individuals with EDs might have a positive impact on these individuals, providing support for 

the utility of examining the relations between parents’ behaviours and the functioning of youth’s 

with ED psychopathology.  

Parental psychological functioning and emotion socialization in families with EDs. It is 

not known how high expressed emotion develops in families but some researchers found that it 

may result from parents’ perception and understanding of the disorder as well as from their own 

psychological difficulties. In families with EDs, parents who are anxious and depressed are 

prone to more emotional overinvolvement and parents who perceive their children’s behaviours 

as difficult and believe that their help is being rejected exhibit more critical comments and 

controlling behaviours (Duclos et al., 2014; Kyriacou, Treasure, & Schmidt, 2008b). Critical 

comments are also related to high anxiety but only in mothers (Duclos et al., 2014). Overall high 

expressed emotion in families of individuals with EDs has been associated with high parental 

distress, mental health symptoms, and caregiving burden (Coomber & King, 2013; Duclos et al., 

2012; Rienecke & Richmond, 2017). This points to a connection between parents’ psychological 

difficulties and one mechanism of parental emotion socialization, which is their expressed 

emotion towards their children with EDs.  

In addition, carers of individuals with EDs who received an intervention designed to 

reduce their expressed emotion and behaviours that enable ED symptoms, improved both in 

these behaviours and in depression and anxiety (Goddard et al., 2011). This provides further 

support that parents’ psychological functioning and their reactions towards their children with 



    

 

40 

 

EDs affect one another. This evidence converges with the tripartite model (Morris et al., 2007), 

which asserts that parents’ characteristics affect the three channels of parental influence on 

children’s emotion regulation, one of which is expressed emotion.  

Psychological functioning of families with EDs. Given that parents’ psychological 

functioning might affect their emotion socialization of youth with ED psychopathology, it is 

relevant to understand if and which psychological problems are common in these parents. Most 

of the research on this topic has focused on mothers. Results demonstrated that caretaking for a 

person with an ED is linked to psychological burden, stress, mental health symptoms (e.g., 

Anastasiadou et al., 2014) and difficulties processing emotions (Espina, 2003). This body of 

literature is summarized in this section.  

Caregiving burden. Converging evidence has shown that caring for a person with a 

mental health problem can affect caregivers’ well-being. A term “caregiver burden” was coined 

to capture the adverse effect of mental health disorders on carers (Coomber & King, 2013) and it 

has also been studied in the context of EDs. In their systematic review, Zabala and colleagues 

(2009) found that parents of individuals with EDs reported higher burden than parents of 

individuals with schizophrenia and healthy controls. Experienced burden was higher in parents 

of patients with AN than BN, while the objective time spent on caregiving (objective burden) 

was the same. This difference in subjective burden might exist because AN is more visible 

physically and behaviourally during meals, and potentially places more pressure on the families 

to accommodate food choices and rituals. As a result, AN might be evoking more worries, 

interpersonal challenges, stigma, and other aspects of caregiver burden.  

Depression, anxiety, and other emotional difficulties. Research has also pointed to a 

number of emotional difficulties in parents of individuals with EDs, although it is unclear if these 
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difficulties pre- or post-date the disorder. When compared to parents whose children did not have 

mental health problems, caregivers of individuals with EDs had elevated levels of anxiety, 

depression, and distress irrespective of their gender (Anastasiadou et al., 2014; Zabala et al., 

2009). These scores were on average below clinical thresholds, with an exception of anxiety 

measured by the Hospital Anxiety and Depression Scale (Zigmond & Snaith, 1983), where the 

clinical threshold was met. Qualitative studies provided insights into the aspects of the caregiver 

burden that contribute to parents’ distress. Some parents expressed a limited understanding of the 

causes of the disorder and blamed themselves or their children for its presence (Whitney & 

Eisler, 2005). Parents also spoke about the losses that their child and the family were 

experiencing due to the disorder, the impact of social stigma, and a sense of a reversed 

developmental cycle, in which the child was becoming more instead of less dependent on parents 

(Treasure et al., 2001). In a quantitative portion of their study, Treasure and colleagues (2001) 

found that levels of psychological distress in parents of individuals with AN were partially 

predicted by individual’s difficult behaviours and symptoms, such as withdrawal and 

unpredictability, as well as by difficulties with health services, and a sense of loss as a result of 

the disorder. All of these predicting factors are components of caregiver’s burden. 

Finally, a handful of studies explored the processing of emotions in parents of individuals 

with EDs. Espina (2003) found that parents of adolescents and adults with EDs reported more 

difficulties in identifying and expressing their feelings. There is also preliminary evidence that 

parents’ emotional functioning is linked to child’s ED symptoms; Benninghoven and colleagues 

(Benninghoven, Tetsch, Kunzendorf, & Jantschek, 2007) found that individuals with AN and BN 

whose mothers were more emotionally disengaged had more problems with body image. No 
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study to date has looked at the relationship between mothers’ emotion regulation difficulties and 

ED symptoms or emotion regulation in individuals with EDs. 

Gap in the Literature. As demonstrated in this chapter, parents, especially mothers, 

influence their children’s emotion regulation and mental health through their emotion 

socialization practices, modelling of emotion regulation, and the emotional climate in the family 

such as expressed emotion (Morris, Criss, et al., 2017; Morris et al., 2007). These effects were 

found in children, adolescents, and young adults (Morris, Criss, et al., 2017; Morris, Houltberg, 

et al., 2017). Effective emotion regulation is a cornerstone of mental health and difficulties in 

emotion regulation are prevalent in many mental health disorders (Aldao, Nolen-Hoeksema, & 

Schweizer, 2010), including EDs of diagnostic and sub-threshold severity (Brockmeyer et al., 

2014; Robinson, Dolhanty, et al., 2013; Segal & Golan, 2016). The EFFT model posits that 

parental emotion coaching can improve emotion regulation and ED symptoms in individuals 

with ED psychopathology (Robinson, Dolhanty, et al., 2013). Parents are an important source of 

support for adolescents and young adults with EDs because the disorder delays their maturation 

and transition to adult independence (Treasure et al., 2001). Parents of individuals with EDs are 

both affected by and affect the disorder, and often report feeling depressed, distressed, anxious, 

and burdened with their caregiving responsibilities (Anastasiadou et al., 2014). The emotional 

climate in these families more frequently involves emotional overinvolvement and criticism, 

which have been related to worse treatment outcomes in EDs (Eisler et al., 2007; van Furth et al., 

1996). 

Despite the unquestionable relevance of family interactions for ED psychopathology and 

recovery, the knowledge about the connections between emotion socialization and ED 

psychopathology is incomplete. Particularly little is known about emotion coaching and other 
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aspects of emotion socialization practices in relation to ED psychopathology. First, no study to 

date has investigated if families with EDs differ in their emotion socialization practices from 

those without EDs. Second, the few studies that have examined how emotion socialization 

practices relate to ED psychopathology have focused exclusively on unsupportive practices. Both 

the developmental literature discussed in this chapter and the EFFT model (Robinson et al., 

2013) emphasize the relevance of supportive socialization for youth’s emotional and mental 

health functioning. It would be especially beneficial to investigate how emotion coaching relates 

to ED psychopathology given the availability of the EFFT intervention designed specifically to 

increase emotion coaching in families with EDs. In addition, all but one investigation of emotion 

socialization practices and ED psychopathology used adult samples and retrospective designs. 

While the agreement between the retrospective and concurrent or prospective accounts of 

emotion socialization has not been empirically established, research has shown low to moderate 

agreement for parenting style and negative interactions with parents. The more detailed aspects 

of parenting are recalled, the lower the validity of retrospective reports (Hardt & Rutter, 2004). 

Non-retrospective designs are, therefore, likely a more valid method to illuminate the links 

between emotion socialization and youth’s functioning. Third, no study to date has tested if the 

three channels of emotion socialization relate to ED psychopathology indirectly through youths’ 

emotion regulation as is suggested by the tripartite model (Morris et al., 2007). Lastly, little is 

known about the individual differences, such as parents’ psychological functioning, that might be 

linked to different patterns of emotion socialization. Given a growing interest in teaching 

emotion coaching to parents of youth with EDs and in supporting these parents in their 

caregiving roles, understanding how parents of youth with EDs socialize their children’s 

emotions and what predicts this socialization is a timely topic to explore empirically.  
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The Current Study 

The current study was designed to address these gaps in the literature. The aim of this 

study was to investigate if the three channels of maternal emotion socialization relate to 

daughters’ ED psychopathology and emotion regulation as well as to mothers’ own emotional 

difficulties in a manner suggested by the tripartite (Morris et al., 2007) and the EFFT models 

(Robinson, Dolhanty, et al., 2013). The following research questions and hypotheses guided this 

investigation. 

Question 1. What is the relationship between having a daughter with an ED diagnosis 

and mothersô emotion socialization practices? 

Hypothesis 1.1. Mothers of daughters with diagnosed EDs report lower emotion 

coaching, more emotion dismissing, and less positive beliefs about anger than mothers from the 

community. 

Differences in emotion socialization practices have been previously found between 

parents of healthy youth and parents of youth with anxiety disorders (Hurrell et al., 2017), 

internalizing and externalizing problems (Klimes‐Dougan et al., 2007), and child conduct 

problems (Katz & Windecker-Nelson, 2004), while no differences were found for youth with 

depression (Katz & Hunter, 2007). In studies where such differences were present, parents of 

youth with mental health symptoms used less supportive and more unsupportive socialization 

practices. Consequently, it was hypothesized that similar differences will be found between 

mothers of daughters with ED diagnoses and mothers from the community. Parental beliefs 

about anger were included as an outcome variable in addition to emotion coaching and emotion 

dismissing because experiencing and expressing anger is particularly difficult for individuals 

with ED psychopathology (Geller et al., 2000; Meyer et al., 2005; Zaitsoff et al., 2002) due to a 
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perception that anger is a threatening emotion (Ioannou & Fox, 2009), which they have learnt in 

their families of origin (Fox, 2009). This hypothesis was formulated as a group comparison to be 

consistent with previous studies.  

 Question 2. What is the relationship between mothersô psychological functioning and 

their emotion socialization practices? 

Hypothesis 2.1. Mothers with fewer mental health symptoms (depression, anxiety, stress), 

less difficulty in emotion regulation, and less burden of caregiving report more emotion 

coaching, more positive beliefs about anger, and less emotion dismissing. 

In the tripartite model of familial influences on child’s emotion regulation, Morris and 

colleagues (2007) posited that parents’ mental health and emotion regulation affect their emotion 

socialization practices. Similarly, the EFFT model states that “emotional blocks” can interfere 

with parental emotion coaching. Meta-analytic data suggests that depression in mothers is related 

to more negative and fewer positive parenting behaviours (Lovejoy et al., 2000). There is also 

preliminary evidence that similar relationships might exist between early-onset maternal 

depression and emotion socialization practices (Silk et al., 2011). The results exploring the links 

between mothers’ difficulties in emotion regulation and emotion socialization have been 

inconsistent (Buckholdt et al., 2014; Morelen et al., 2016; Remmes & Ehrenreich-May, 2014). 

Consequently, the relationship between maternal psychological functioning and emotion 

socialization practices warrants further investigation. In line with the tripartite model, it was 

hypothesized that mothers with more psychological difficulties will use less supportive and more 

unsupportive emotion socialization practices. The psychological and emotional difficulties in this 

hypothesis were selected based on earlier research on emotion socialization and on mental health 

of the parents of youth with EDs to ensure linkage with this literature.  
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Question 3. Are the three channels of maternal influence on childrenôs emotion 

regulation related to daughtersô ED psychopathology through daughtersô emotion regulation 

difficulties in line with the tripartite model (Morris et al., 2007)? 

Hypothesis 3.1. Mothers’ emotion socialization practices are related to daughters’ ED 

psychopathology and these relationships are mediated by daughters’ emotion regulation. 

Supportive practices (emotion coaching and positive beliefs about anger) are negatively related 

to emotional lability and negativity and positively related to adaptive emotion regulation, while 

emotion dismissing has the opposite relationships. Emotional lability and negativity is positively 

related to ED psychopathology and adaptive emotion regulation is negatively related to ED 

psychopathology. 

Several studies have found that parental emotion socialization practices were linked 

indirectly to youth’s mental health through their emotion regulation skills (Buckholdt et al., 

2014; Eisenberg et al., 2001; Shortt et al., 2010; Valiente et al., 2007) as conceptualized in the 

tripartite model (Morris et al., 2007). A similar effect was hypothesized to exist for ED 

psychopathology, given the empirical evidence linking more difficulties with emotion regulation 

to more ED psychopathology in clinical (e.g., Rozworska et al., 2013) and community samples 

(Ambwani et al., 2014; Robinson et al., 2014).  

Hypothesis 3.2. Maternal difficulties in emotion regulation are positively related to ED 

psychopathology in daughters. This relationship is mediated by higher emotion lability and 

negativity, and lower adaptive emotion regulation in daughters.   

The tripartite model also states that youth imitate their parents’ emotion regulation 

strategies (Morris et al., 2007). When mothers have difficulties in regulating their own emotions, 

daughters are more likely to have such difficulties as well and, consequently, they are also more 
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likely to have mental health symptoms. Studies have showed that there is concordance in 

emotion regulation strategies between mothers and adolescents (Bariola et al., 2012) and that ED 

psychopathology is linked to more emotion regulation difficulties (Ambwani et al., 2014; Danner 

et al., 2014; Harrison et al., 2010). Following theory and research, it was hypothesized that 

maternal emotion regulation difficulties will be related to daughters’ ED psychopathology 

through daughters’ emotion regulation.  

Hypothesis 3.3. Maternal emotional overinvolvement and critical comments are 

positively related to ED psychopathology in daughters and these relationships are mediated by 

higher emotional lability and negativity in daughters and lower adaptive emotion regulation in 

daughters.   

 While the relationship between expressed emotion and ED psychopathology is well 

established (Anastasiadou et al., 2014; Duclos et al., 2012; Zabala et al., 2009), the mechanisms 

through which expressed emotion affects these symptoms have not been explored. The tripartite 

model (Morris et al., 2007) posits that the emotional climate in the family, including expressed 

emotion, influences children’s outcomes by affecting their emotion regulation. Therefore, it was 

hypothesized that there will be an indirect effect between expressed emotion and ED 

psychopathology through daughters’ emotion regulation. 
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Chapter 3: Method 

The following section delineates the methodology used in this investigation. It includes a 

description of the participants, the measures, the procedure of collecting data, and the statistical 

approach used to test the study hypotheses.  

Participants 

60 mothers of daughters diagnosed with EDs and 75 mothers of daughters without an ED 

diagnosis submitted full and eligible questionnaire packages for this study. The sample size of 

135 participants was determined based on the empirical sample size estimates needed for .8 

power when using the bias-corrected bootstrapped method in mediation analysis (Fritz & 

MacKinnon, 2007). This sample size also provided sufficient power to detect point-biserial 

correlations with medium effect sizes at .05 significance level; based on an a priori power 

analysis using G*Power software (Faul, Erdfelder, Lang, & Buchner, 2007), this analysis 

required the minimum of 64 participants. Mothers were selected as the caregivers of interest 

because research suggests that they are more likely than fathers to support emotion socialization 

of negative emotions in adolescents, including anger (Garside & Klimes-Dougan, 2002; Klimes‐

Dougan et al., 2007; Stocker et al., 2007). Mothers of sons with EDs were not included because 

adolescent males are five times less likely to have an ED than females (Allen et al., 2013; Smink, 

van Hoeken, Oldehinkel, & Hoek, 2014) and two of the recruitment sites already had on-going 

research on males with EDs. Consequently, recruiting a sufficiently large group of mothers of 

sons with EDs was not feasible for this study. 

The eligible age range for daughters was 12 to 24. This age group was selected for 

several reasons. Although the upper end of this age range is considered emerging adulthood, 

young adults with EDs present psychologically and socially more similarly to adolescents than 
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adults, especially if they have been ill since adolescence (Treasure et al., 2005). It is also 

increasingly acknowledged that emerging adulthood is a relevant developmental period for 

emotion socialization, given the ongoing maturation of the prefrontal cortex (Morris, Houltberg, 

et al., 2017). Lastly, the two local intensive ED treatment programs that participated in this study 

cumulatively serve youths up to 24 years, so a similar age of the sample increases the ecological 

validity of the study.  

To ensure that the mothers were able to validly report on their daughters’ functioning, 

they had to meet the criteria for “a primary caregiver”, as delineated by Gonzales and colleagues 

(González, Padierna, Martín, Aguirre, & Quintana, 2012) to be eligible to participate. To be 

considered a primary caregiver, mothers had to meet at least two of the following four criteria, 

(1) live with their daughter or see her at least twice a week prior to hospitalization, (2) be 

actively involved in daughter’s treatment, (3) be daughter’s emergency contact, and (4) support 

the daughter financially. These criteria were selected for the comparability of this study with the 

previous literature. All recruited mothers of daughters with EDs met either criterion one or two, 

and 54 of the 60 fulfilled both, which suggests that they were sufficiently involved in their 

daughters’ lives to report on their functioning.  

 A community group of mothers of daughters aged 12 to 24 without EDs was recruited 

from the same geographic area. These mothers were recruited through a university paid 

participants network as well through postings on Craigslist and on neighbourhood community 

boards in several neighbourhoods across the region. Since their daughters were not in treatment, 

the mothers had to only meet criterion one to be considered a primary caregiver. Mothers were 

excluded if their daughters had received treatment for any mental health or substance use 
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problem in the last three months or had a history of an ED diagnosis. Any mother with more than 

one daughter was asked to respond to the questionnaires with only one of the daughters in mind.  

Procedure 

This study was approved by the University of British Columbia - Children’s and 

Women’s Research Ethics Board (H15-01975-A007) as well as each of the agencies responsible 

for the ED treatment programs that were involved in this study. Mothers of daughters with EDs 

were recruited through five specialized ED programs for youth, transition-age youth, or youth 

and adults in Vancouver, BC. Mothers whose daughters had an ED were informed by clinicians 

either during group sessions for parents or during individual meetings that there was a voluntary 

opportunity to participate in research. If they were interested in learning about this research 

project, mothers either met with the researcher in person, provided their contact information and 

consent to be contacted by the researcher, or received a flyer with the information about the 

study and researcher’s contact information. The study was also advertised in the clinics’ waiting 

areas and, in one of the clinics, through an email mailout. This variability in the recruitment 

procedures depended on the sites’ internal requirements, structure, and programming. All 

mothers were given ample time to decide and were informed that their decision to participate 

would not have any impact on the clinical care that their daughters and families were receiving. 

Mothers from the community had to respond to a study advertisement in order to receive further 

information about the study. The researcher then contacted them by email or phone.  

Mothers who chose to participate in this study had a choice between completing the study 

questionnaires on paper or online in Fluid Surveys, an online survey platform supported by the 

researcher’s institution. Most mothers participated online (n= 131) and four mothers of daughters 

with EDs chose to complete paper-and-pencil questionnaires. Both versions were identical. Data 
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were collected from mothers only, although the presence of an ED diagnosis was also indirectly 

confirmed by the fact that their daughters were referred and admitted to a specialized eating 

disorders treatment program. Mothers’ eligibility was assessed at the first step, followed by 

obtaining informed consent, and completing the questionnaire package. Informed consent was 

obtained from all mothers who chose to be part of this study. Participants received a $10 gift card 

to Starbucks for volunteering their time.   

Participating mothers completed a questionnaire package reporting both on their own and 

their daughters’ functioning. Literature suggests that youth’s developmental stage and the ego-

syntonic nature of EDs lead youth to underreport their symptoms. Parents can be used as 

alternative informants (Loeb, Brown, & Goldstein, 2011). Several studies of both emotion 

socialization in the general population and of families with EDs have used parent reports of 

child’s functioning, including ED symptoms and emotion regulation (Cunningham, Kliewer, & 

Garner, 2009; González et al., 2012; Kliewer et al., 2004; Lunkenheimer et al., 2007; Ramsden 

& Hubbard, 2002; Shipman et al., 2007). Self-report measures were chosen over interviews or 

observations after consulting with the treatment programs because mothers of daughters with 

EDs experience substantial stress and demands on their time related to caregiving for their 

daughters and participating in treatment. Consequently, recruiting these mothers for research is a 

challenge and it was not feasible in this study to conduct extended interviews or observations of 

interactions between mothers and daughters. 

Measures 

The following measures were used in this study. Small changes were made to some of the 

wording to reflect the age range and the gender of the daughters. These changes are described 

below.  
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Emotion socialization. Mothers reported on their emotion socialization on the following 

measures.  

Maternal Emotional Style Questionnaire (MESQ; Lagacé‐Séguin & Coplan, 2005) is a 

14-item Likert-type measure of two parental meta-emotion philosophies - emotion coaching and 

emotion dismissing (MESQ-EC and MESQ-ED). The scale has established construct validity as 

demonstrated by high correlations with the Meta-Emotion Philosophy Interview (Gottman et al., 

1996) – the gold standard for measuring meta-emotion philosophies. The authors also reported 

very good internal consistency (.90 and .92) and good test-retest reliability (Lagacé‐Séguin & 

Coplan, 2005). In the present sample, internal consistency was acceptable but lower than that 

reported by the scale developers: .71 for MESQ-EC and .78 for MESQ-ED. MESQ has 

previously been used with parents of adolescents (Lagacé‐Séguin & Gionet, 2009). To better fit 

the ages of the daughters in this study, the words “child” and “childhood” were replaced with 

“daughter” and “youth” respectively, as shown in the following example: item 9 was changed 

from “When my child is angry, I take some time to try to experience this feeling with him/her.“  

to “When my daughter is angry, I take some time to try to experience this feeling with her”. The 

content of the items remained unchanged in all cases.  

Parents’ Beliefs about Children’s Emotions Questionnaire, the Value of Anger subscale 

(PBACE-A; Halberstadt et al., 2013) is a six-item Likert-type measure of parental acceptance of 

child’s anger. Cronbach’s alpha in our sample was .89 demonstrating very good internal 

consistency. PBACE-A is correlated with more supportive emotion socialization practices 

towards children’s negative emotions (Halberstadt et al., 2013). The words “child” and 

“children” were replaced by “youth”, “young people”, and “a young person”, as shown in this 

example: item 24 was changed from “Expressing anger is a good way for a child to let his/her 
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desires and opinions be known.” to “Expressing anger is a good way for a young person to let 

her desires and opinions be known.” 

Family Questionnaire (FQ;Wiedemann et al., 2002) is a Likert-type, 20-item self-report 

questionnaire of expressed emotion. FQ is comprised of two subscales, critical comments (FQ-

CC) and emotional overinvolvement (FQ-EOI) with very good reported internal consistency (.92 

and .80 respectively). FQ-EOI captures parental overconcern, overidentification, 

overprotectiveness towards the affected child as well as self-sacrificing. Validity of this 

instrument is also well established through high correspondence with the Camberwell Family 

Interview (Leff, 1976) – the gold standard for measuring expressed emotion. Internal consistency 

in this sample was similar to the original study: .91 for FQ-CC and .84 for FQ-EOI. No changes 

were made to the items. 

Mothers’ psychological functioning. Mothers were also asked to report on their 

psychological functioning on the following measures. 

Depression, Anxiety, and Stress Scale 21 (DASS-21; Henry & Crawford, 2005; Lovibond 

& Lovibond, 1995) is a broadly used measure of psychological distress. It is comprised of 21 

Likert-type items grouped in three subscales, depression (DASS-D), anxiety (DASS-A), and 

stress (DASS-S). DASS-21 has very good construct validity as demonstrated by high 

correlations with established measures of anxiety and depression, and moderate correlations with 

measures of negative affect. DASS-21 also has very good reliability (Cronbach’s alpha of .88 for 

the total score; Henry & Crawford, 2005). The corresponding alpha value in this sample was .95.  

Difficulties in Emotion Regulation Scale (DERS; Gratz & Roemer, 2004) is a 36-item 

Likert-type measure of emotion regulation. Gratz and Roemer conceptualized emotion regulation 

broadly as not only regulation strategies but also the awareness and acceptance of emotions. 
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DERS includes six subscales, (1) non-acceptance of emotional responses (DERS-NA), (2) 

difficulties engaging in goal directed behaviours (DERS-G), (3) impulse control difficulties 

(DERS-IC), (4) lack of emotional awareness (DERS-A), (5) limited access to effective emotion 

regulation strategies (DERS-S), and (6) lack of emotional clarity (DERS-C). DERS has very 

good reported internal consistency; Cronbach alpha of the total scale is .93 and of each subscale 

the alpha is higher than .80. The scale also has established construct validity in relation to other 

measures of emotion regulation, avoidance, and expressivity (Gratz & Roemer, 2004). In the 

present study, the Cronbach alphas were .93 for the total scale, .88 for DERS-NA, .85 for DERS-

G, .81 for DERS-IC, .85 for DERS-A, .86 for DERS-S, and .77 for DERS-C. 

Eating Disorders Symptom Impact Scale (EDSIS; Sepulveda, Whitney, Hankins, & 

Treasure, 2008) was developed to measure the burden of caregiving in carers of individuals with 

EDs. This 24-item scale includes four subscales (1) nutrition – referring to managing meals 

(EDSIS-N), (2) guilt (EDSIS-G), (3) coping with dysregulated behaviours (EDSIS-DB), and (4) 

social isolation (EDSIS-SI). The EDSIS has very good reported internal validity with Cronbach’s 

alphas of .90 for the total scale. In our sample, the internal consistency for the total scale was .92. 

The validity of this scale is acceptable as demonstrated by correlations with measures of overall 

caregiver burden and psychological distress. In the current study, the word “sufferer” was 

changed to “daughter” in the following way, “When the daughter was living with you at home 

during the past month, how often…”  

Mothers’ reports of daughters’ functioning. Mothers also reported on their daughters’ 

emotion regulation and ED psychopathology.  

Emotion Regulation Checklist (ERC; Shields & Cicchetti, 1997) is a measure of child’s 

emotion regulation as observed by the parent. The ERC is a 24-item Likert-type scale with two 
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subscales: lability/negativity (ERC-LN) and emotion regulation (ERC-ER). The first subscale 

measures dysregulation of affect and the second measures adaptive regulation, including 

empathy, emotional awareness, and appropriate expression of emotions. Using observer 

informants is common in research on children and youth’s emotional functioning (Bariola et al., 

2012) and the ERC has been used broadly in studies of the relationship between parental emotion 

socialization and children’s emotion regulation (Cunningham et al., 2009; Kliewer et al., 2004; 

Lunkenheimer et al., 2007; Morelen et al., 2016; Morelen & Suveg, 2012; Shipman et al., 2007). 

A seminal study by Gottman and colleagues (1996) found positive correlations between parents’ 

reports of children’s emotion regulation and its physiological markers in children, providing 

support for the use of parent reports of children’s regulation. The wording on five of the ERC 

items was adjusted to make it more appropriate for the ages of the daughters in this study. For 

example, item 24 “Displays negative affect when attempting to engage others in play.” was 

changed to “Displays negative affect when attempting to engage others in activities.” and item 

16 “Responds angrily to limit-setting by adults.” was changed to “Responds angrily to limit-

setting.” 

The ERC has good validity in relation to measures of child behaviour, positive 

emotionality, and negative emotionality. The scale was found to discriminate between 

dysregulated and well-regulated children aged 6 to 12 (Shields & Cicchetti, 1997) and it has also 

been used in a study that included adolescents, where it had large correlations with observed 

emotion regulation (Hurrell et al., 2017). The ERC subscales were reported to have good and 

very good internal consistency (Cronbach alphas = .96 and .83 respectively; Shields & Cicchetti, 

1997). The corresponding values in this sample were satisfactory for ERC-LN (.85) but not for 

ERC-ER (.60). The alpha values in the current study were similar to those reported by others 
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(Dunsmore et al., 2016; Morelen et al., 2016). Given that .70 is considered the minimal 

acceptable value for the Cronbach’s alpha (Ponterotto & Ruckdeschel, 2007), ERC-ER was 

removed from further analyses. 

Anorectic Behavior Observation Scale (ABOS; Vandereycken, 1992) is a measure of ED 

psychopathology as observed by a parent. ABOS includes 30 items reflecting various behaviours 

indicative of ED psychopathology. Parents report the presence or absence of these behaviours 

using three answer choices, yes, no, and not sure. ABOS was validated with parents of 

adolescents and adults with EDs (Vandereycken, 1992). It has good validity and very high 

sensitivity and specificity (approximately 90%) with a cut-off score of 19. ABOS has been used 

in previous studies of families with EDs (González et al., 2012; Kyriacou et al., 2008a, 2008b; 

Padierna et al., 2013). Internal consistency in the current sample was .88 for the total score.   

Demographic data. 

Sociodemographic Questionnaire – a questionnaire was created for the purpose of this 

study to collect the demographic information about the mothers and daughters, such as mother’s 

and daughter’s ages, mother’s marital, education, and employment status, ethnicity, household 

income, and daughters’ ED and treatment duration, diagnosis, weight, and height. Only mothers 

of daughters with EDs were asked to complete the part related to ED diagnosis, duration, and 

treatment. 

Statistical Approach 

All data were analysed using SPSS version 24.0 with the PROCESS macro (A. F. Hayes, 

2013). After screening for missing responses, univariate normality, and outliers, the differences 

on the demographic variables between mothers of daughters with ED diagnoses and mothers 

from the community were explored. Independent sample t tests were used for continuous 
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variables. Associations between nominal and ordinal variables (e.g., group and income) were 

tested using the ordinal (linear) chi squared (M2, Agresti, 2007), while associations between two 

nominal variables (e.g., group and ethnicity) were tested using Pearson chi squared (χ2). Second, 

associations between the key outcomes in this study and the demographic variables considered as 

potential covariates were explored using ANOVA, and Pearson zero-order correlations (r). 

Welch F was used if the assumption of homogeneity of variance was not met in ANOVA. 

Hochberg’s GT2 post-hoc procedure was used for ANOVAs with equal variances and Gabriel’s 

post-hoc procedure was used for unequal variances. These procedures were chosen because they 

are designed for unequal group sizes, such as demographic groups that were not purposefully 

sampled.   

Assumptions were tested for every analysis that was performed. Any violations of the 

assumptions were described in the results; if no mention of assumptions was made, the 

assumptions were met. In regression analyses, including mediation, the scatterplots of the 

standardized residuals against the predicted values were produced and inspected for linearity, 

normality, and homoskedasticity. The normality of residuals was additionally inspected using the 

Shapiro-Wilk test and the independence of variance was examined with the Durbin-Watson test 

and the corresponding critical values (Durbin & Watson, 1951; Savin & White, 1977). 

Mahalanobis distance was used to identify multivariate outliers. VIF and Tolerance were used to 

assess collinearity. 

Pearson product-moment correlation was used to examine the differences in emotion 

socialization practices between mothers of daughters with ED diagnoses and mothers from the 

community (point-biserial correlation; hypothesis 1.1) and the relationships between emotion 

socialization practices and mothers’ psychological functioning (hypothesis 2.1). Correlations 
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were chosen over t tests to ensure better comparability of results across hypotheses. All 

hypotheses regarding mediation (3.1-3.3.) were tested using regression-based analyses of 

mediation performed in the PROCESS macro for SPSS v. 2.16.3 (A. F. Hayes, 2013). This 

approach allows to calculate the direct effect (c’) of the independent variable (IV) on the 

dependent variable (DV) while controlling for the mediator (M) and the indirect effect (ab) of IV 

on DV through M. The latter effect is calculated as a product of the effects of IV on M (a) and M 

on DV while controlling for IV (b). The total effect of IV on DV is also calculated. 10,000 

bootstrapped replications were done to estimate the indirect (mediated) effects and their bias-

corrected bootstrapped confidence intervals (BC Boot CIs; Williams & MacKinnon, 2008). 

Bootstrapping is a non-parametric method that resamples the data from the original dataset 

thousands of times and calculates the effect coefficients for each resampled dataset. These 

coefficients are then used to estimate the coefficient in the population and its CIs. Bootstrapping 

is more powerful than approaches based on the normal theory in calculating the indirect effect 

(A. F. Hayes, 2013). The completely standardized indirect effect size abcs (Cheung, 2009; 

Preacher & Hayes, 2008) was used as a measure of the magnitude of the indirect effect. This 

measure shows how much two cases that are one standard deviation (SD) apart on IV differ on 

DV due to mediation by M. This difference is expressed in SDY. Consequently, abcs is equivalent 

to ab calculated using standardized regression coefficients. The abcs of .2 means that a difference 

of one SDX is associated with a difference of .2 SDY through the indirect path. 

Except hypothesis 1.1, which compared the two groups of mothers, analyses were 

performed on all cases as one sample. This approach was chosen for two reasons. First, previous 

research suggests that the relationships between emotion socialization and mental health 

symptoms are present at both clinical and sub-clinical levels of mental health symptoms (e.g., 



    

 

59 

 

Buckholdt et al., 2014). Similarly, retrospectively-reported unsupportive emotion socialization 

has been linked to more ED symptoms both in patients with ED diagnoses (Haslam et al., 2012; 

Mountford et al., 2007) and in college students (Buckholdt et al., 2010). Based on this literature, 

it can be expected that the hypothesized relationship between emotion socialization and ED 

psychopathology through emotion dysregulation will be present for clinical and subclinical 

symptom severity. Second, one of the challenges in ED research is recruiting sufficiently large 

samples to test more complex research questions. In the current study, recruiting 60 mothers of 

daughters with EDs across five treatment sites required 27 months. On the other hand, the point 

prevalence of ED diagnoses in community samples is very low (Hudson et al., 2007; Smink, van 

Hoeken, & Hoek, 2013), limiting the utility of such samples. An alternative approach is to 

conceptualize ED psychopathology on a continuum of severity that spans both the clinical and 

general populations. While this approach does not allow to draw conclusions about the clinical 

population specifically, it is a cost-effective and a feasible design for preliminary research of 

new concepts. Its advantage over studying ED symptoms in the general population only is the 

inclusion of the diagnostically significant end of the severity spectrum. Such preliminary 

research, if deemed promising, can then be followed by more rigorous and costly study designs. 

A similar design was used by Eisenberg and colleagues (2001; 2003) in their study exploring if 

maternal emotional expressivity predicted children’s internalizing and externalizing problems, 

and social functioning indirectly through children’s emotion regulation. The authors recruited 

two groups of children, one with and one without clinically-significant internalizing or 

externalizing problems and combined the data into one sample representing a continuum of these 

problems.  
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To increase the validity of the study results, all models that used mother-reported ED 

psychopathology as a variable were tested again with ED psychopathology replaced by 

daughters’ diagnostic status (the presence or absence of an ED diagnosis). This latter variable 

was selected because daughters’ ED diagnosis was confirmed objectively by her eligibility for a 

specialized treatment for this disorder. The results based on mother-reported ED 

psychopathology and those based on ED diagnostic status were then assessed for convergence. 

Chapter 4: Results 

This chapter presents the results of the analyses that were conducted to test the study 

hypotheses. First, the steps of data screening and their outcomes are described, followed by 

preliminary analyses exploring the sample characteristics. These are followed by the main results 

testing the study hypotheses. The chapter concludes with the results of supplementary analyses. 

As presented in Chapter 3, information concerning daughters’ ED psychopathology and emotion 

dysregulation was collected from mothers. For brevity, these variables are described in the text 

as “ED psychopathology” and “daughters’ emotion dysregulation” instead of “mothers’ 

perception of daughters’ ED psychopathology” and “mothers’ perception of daughters’ emotion 

dysregulation”.  

Data Screening 

One hundred and sixty-seven responses to the screening questions were collected from 

both groups together. Among these, six did not meet the inclusion criteria and were, therefore, 

not invited to participate in this study. Twenty-one entries to the online survey were terminated 

by the participants after entering only the initial information (screening questions and, in some 

cases, demographic information). As none of these participants completed any of the study 

questionnaires, they were removed from further analyses. Of the remaining 140 entries, 136 
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participants completed all the measures and four participants (3%) stopped their participation 

mid-way, after completing 42%-66% of the total items. The overall proportion of items with 

missing responses was 1.5%, which is considered low (Parent, 2013). This included both the 

measures missing responses to all items (scale-level missingness) and to individual items (item-

level missingness). To test the pattern of missingness, Little’s (1988) test of missingness 

completely at random (MCAR) was conducted in SPSS MVA. Data are considered MCAR if the 

missing values are related neither to the other variables in the dataset nor to the values of the 

missing variable itself (Little, 1988). The non-significant Little’s test suggested that the data in 

this study were MCAR, χ2(197)= 194.28, p= .54). 

Responses missing at item-level were imputed using the participant mean substitution 

method, which means that the missing items were replaced with participant’s mean score on a 

given scale or subscale. (Parent, 2013). This approach was demonstrated to be comparable with 

more computationally advanced approaches at low levels of missingness, such as the one found 

in the present study (Parent, 2013; Shrive, Stuart, Quan, & Ghali, 2006). Cases with responses 

missing at the scale level were deleted (n= 4) to maintain a consistent sample across the analyses 

and because they were missing a substantial percentage of the data (34%-58%). These cases 

were all from the community group. In contrast to single imputation methods, list-wise deletion 

of MCAR data does not introduce bias to the dataset (Schlomer, Bauman, & Card, 2010). 

Univariate outliers were examined for the remaining dataset of 136 participants. One case 

from the community had extreme results on three measures (MESQ-EC, MESQ-ED, and 

PBACE-A, z ranging from -4.12 to -2.92) and was removed from the dataset. This participant 

entered the same numeric response for all items on two consecutive questionnaires and had a 

short survey completion time, suggesting an invalid entry due to response bias. Other cases with 
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univariate outliers were examined and retained as there was no basis to conclude that they did 

not belong in the sample or had unusual patterns of responses. Consequently, the final sample 

size was 135, including 60 mothers of daughters with ED diagnoses and 75 mothers from the 

community.  

The distribution of the ABOS scores (Figure 2), which reflect the severity of ED 

psychopathology, was examined for each group. The scores at or above 19 are indicative of a 

clinical threshold ED (Vandereycken, 1992). In this sample, 39 cases in the ED group (65%) and 

two cases in the community group (2.7%) had scores at or above the threshold. Twenty-one 

cases in the ED group (35%) had scores below 19, which is lower than expected based on the 

reported 90% sensitivity and specificity of this measure (Vandereycken, 1992). In addition, the 

median time since the daughters started their current ED treatment was 11 weeks, with the 

interquartile range of 31.5 weeks. Together, this suggests that some of the daughters with ED 

diagnoses might have been partially recovered by the time their mothers participated in this 

study, although it is unclear if these daughters now had other specified feeding and eating 

disorders or were in the sub-clinical category. On the other hand, the average ABOS score in our 

ED group (M= 23.28, SD= 10.75) is comparable to the scores reported by Gonzalez et al. (2012), 

M= 23.52, SD= 9.89 and Padierna et al. (2013), M= 22.51, SD= 10.46, and only slightly lower 

than Kyriacou et al. (2008), M= 27.5, SD=10.6 and Timko et al. (2015), M= 28.41, SD= 9.08. 

This may suggest that the original cut-off score is no longer valid, possibly due to the changes in 

the ED diagnostic criteria since ABOS was published. In the absence of a diagnostic interview, it 

was not possible to conclusively evaluate the diagnostic status of the daughters in this study. The 

overlap in ED psychopathology scores between the two groups provided further rationale for 

treating this variable as a continuum and the participants as one sample.  
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Figure 2. Scores on Anorectic Behaviour Observation Scale by mothers of daughters with and 

without ED diagnoses. 

Histograms as well as skewness and kurtosis statistics were examined to assess normality. 

Most variables were skewed, with the values of the skewness statistic divided by the skewness 

standard error ranging from -5.98 for PBACE-A to 4.56 for DASS. Variables with negative 

skewness were MESQ-EC and PBACE-A, and variables with positive skewness were ERC-LN, 

ABOS, FQ-CC, DASS, and EDSIS. MESQ-ED, ERC-ER, DERS, and FQ-EOI were normally 

distributed. PBACE-A and ERC-LN had positive kurtosis with the z values of 5.57 and 2.66 
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respectively. Transformations were performed on the non-normally distributed variables and 

normality was tested again. Most variables had normal distributions after square root 

transformations, except ERC-LN, which required a logarithmic transformation. All analyses in 

this study used the transformed variables. If the sign of the transformed variable was opposite to 

that of the original variable (as was the case for MESQ-EC and PBACE-A), the reported results 

were reversed to align with the original variable for ease of interpretation.  

Preliminary Analyses 

The demographic information about the combined sample of mothers and each group 

separately is presented in Table 1. Mothers had an average age of 48.4 years and 81.5% were 

married or in common-law relationships. 91.9% had at least college education and 67.4% 

identified as White. 11.9% (n= 16) reported that they had a current diagnosis of one or more 

mental health condition at the time of participation. These conditions included anxiety (n= 9), 

depression (n= 7), dysthymia (n= 1), PTSD (n= 1), bipolar disorder (n= 1), post-concussive 

syndrome (n= 1), and “stress” (n= 1). Because mothers of daughters with EDs are known to have 

elevated levels of anxiety, depression, and other mental health problems (Anastasiadou et al. 

2014), participants who reported having a mental health diagnosis were not excluded from the 

study. 40% (n= 24) of mothers whose daughters had an ED diagnosis reported that they have 

worked with a therapist on emotion coaching. These mothers did not differ in their self-reported 

levels of emotion coaching, t(57)= -.33, p= .74 or emotion dismissing t(57)= -.89, p= .38 from 

mothers of daughters with EDs who have not discussed emotion coaching with a therapist.   

Information about daughters’ age, ED diagnosis, body-mass index (BMI), and 

recruitment sites are presented in Table 2. Daughters were on average 17.2 years old, with age 

ranging from 12.1 to 24.8 years. Eight mothers of daughters with EDs and one mother from the 
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community did not report their daughters’ current weight. If the weight at the beginning of 

treatment was reported and the treatment started no more than six weeks before the study 

participation, weight from the beginning of treatment was used to calculate the BMI. This was 

done for three participants. BMI was not calculated for six participants due to missing data. 

Average BMI was 18.8 for daughters with ED diagnoses and 20.7 for daughters without ED 

diagnoses. The difference in the BMIs between these two groups was statistically significant 

t(127)= -3.64, p< .001.  
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Table 1  

Demographic Characteristics of Mothers by Group and Combined 

  

Variable 

Combined 

(n = 135) 

Clinical 

(n = 60) 

Community  

(n = 75) 

Age – M, (SD)  48.44 (6.36) 49.59 (5.59) 47.51 (6.82) 

          [Min, Max] [32.73 – 62.91] [34.06 – 62.91] [32.73 – 61.35] 

Marital Status – n (%)  
  

Married/Common-law 110 (81.5)  52 (86.7)  58 (77.3) 

Divorced/Separated/Widowed 16 (11.8)  6 (10.0)  10 (13.3) 

Single/Casual relationship 9 (6.7)  2 (3.3)  7 (9.3) 

Education Level – n (%)    

Graduate degree 41 (30.4)  17 (28.3)  24 (32.0) 

Undergraduate degree  46 (34.1)  19 (31.6)  27 (36) 

College degree  37 (27.4)  18 (30.0)  19 (25.5) 

Secondary school  10 (7.4)   5 (8.3)  5 (6.6) 

Elementary school  1 (0.7)  1 (1.7) 0 (0) 

Employment Status – n (%)   
  

Working full-time  62 (45.9)  30 (50.0)  32 (42.7) 

Working part-time  30 (22.2)  12 (20.0)  18 (24) 

On paid or unpaid leave  11 (8.1)  6 (10.0)  5 (6.6) 

Unemployed  29 (21.5)  12 (20.0)  17 (22.7) 

Student 2 (1.5) 0 (0)  2 (2.7) 

Missing 1 (0.7) 0 (0) 1 (1.3) 

Household Income – n (%)  
  

0 - $65,000  51 (37.8)  17 (28.3)  34 (45.3) 

$65,001-125,000  51 (37.8)  22 (36.6)  29 (38.6) 

Over $125,000  31 (22.5)  19 (31.6)  12 (16.0) 

Missing 2 (1.5) 2 (3.3) 0 (0) 

Born in Canada – n (%)   76 (56.3)  37 (63.8)  39 (52.1) 

             Missing 10 (7.4) 6 (10.0) 4 (5.3) 

Ethnicity – n, (%)    

White  91 (67.4)  49 (81.7)  42 (56.0) 

Asian  31 (23.0)  5 (8.3)  26 (34.7) 

Other  11 (8.1)  4 (6.7)  7 (9.3) 

Missing 2 (1.5) 2 (3.3) 0 (0) 

Current Mental Health Diagnosis – n, (%)  16 (11.8)  8 (13.3)  8 (10.7) 

Missing 1 (0.7) 2 (3.3) 0 (0) 
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Table 2  

Demographic Characteristics of Daughters by Group and Combined 

  

Variable 

 Combined 

(n = 135) 

 Clinical 

(n = 60) 

 Community  

(n = 75) 

Age – Daughter M, (SD) 

          [Min, Max] 

 17.17 (3.11) 

[12.1, 24.8] 

 16.78 (2.23) 

[12.3-21.4] 

 17.48 (3.64) 

[12.1-24.8] 

Body-mass index M, (SD)  19.9 (3.2)  18.8 (2.9)  20.7 (3.1) 

ED Duration (months) Median, (IQR)  n/a  21.0 (17.0)  n/a 

ED diagnosis – n, (%)       

Anorexia nervosa - restrictive  n/a   37 (61.7)   n/a 

Anorexia nervosa – binge-

eating/purging 

 n/a    8 (13.3)   n/a 

Bulimia nervosa  n/a    6 (10.0)  n/a 

Avoidant/restrictive food 

intake disorder 

 n/a   2 (3.3)  n/a 

OSFED/USFED  n/a  4 (6.7)  n/a 

Unknown by mother  n/a  3 (5.0)  n/a 

Treatment Program – n, (%)    
 

 
 

BC Children’s Hospital   n/a  20 (33.3)  n/a  

Outpatient  n/a   9 (15.0)  n/a 

Day Program  n/a  5 (8.3)  n/a 

Inpatient  n/a   6 (10.0)  n/a 

Looking Glass Residence   n/a  3 (5.0)  n/a 

North Fraser EDP  n/a  21 (35.0)  n/a 

South Fraser EDP  n/a  11 (18.3)  n/a 

Vancouver Coastal EDP  n/a  5 (8.3)  n/a 

Note. M= mean, SD= standard deviation, IQR= interquartile range, OSFED – other specified feeding and eating 

disorder, USFED – unspecified feeding and eating disorder 

 

Means, standard deviations, and bivariate correlations between the study variables are 

shown in Table 3, while the comparisons of means between the two groups are presented in 

Table 4. The mean ABOS score for the group with ED diagnoses (M= 23.28, SD= 10.75) was 

comparable to Gonzalez et al. (2012; M= 23.52, SD= 9.89) and Padierna et al. (2013; M= 22.51, 

SD= 10.46), and slightly lower from Kyriacou et al. (2008a; M= 27.9, SD= 10.8), Kyriacou et al. 
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(2008b; M= 27.5, SD= 10.6), and Timko et al. (2015; M= 28.41; SD= 9.08). Exploratory analyses 

were conducted to test if the two groups differed on the demographic variables. Significant 

differences between groups emerged on household income (M2(1)= 6.76, p< .05), with mothers 

from the community group being more likely to report the lowest level of income ($0-$40,000) 

than mothers of daughters with ED diagnoses. The second significant difference was on ethnicity 

(χ2(4)= 14.83, p< .01) – mothers from the community were significantly more likely to self-

identify as Asian. No differences were found between the groups on age, education, employment 

status, marital status, country of birth (Canada vs. other), and the presence of a mental health 

diagnosis. Including covariates in studies that do not have random group assignment can be a 

threat to external validity when the covariate and the grouping variable are not independent 

because it removes differences within the sample that may exist in the population. The effect of 

the grouping variable on the dependent variable is then reduced because the variance shared with 

the covariate is removed (Miller & Chapman, 2001; Tabachnick & Fidell, 2007). As a result, 

none of the demographic variables that differed between the groups were included as covariates 

during analyses that compared the groups. 

Based on the earlier literature (Eisenberg & Morris, 2002; Klimes-Dougan et al., 2007; 

O’Neal & Magai, 2005; Lunkenheimer et al., 2007), daughter’s age and household income were 

considered as potential covariates on the three emotion socialization variables – emotion 

coaching, emotion dismissing, and positive beliefs about anger. However, there was no 

significant association between these demographic and emotion socialization variables, and so 

age and income were not included in further analyses.  
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Table 3 

Bivariate Correlations, Means and Standard Deviations for Continuous and Dichotomous Variables (n = 135) 

Variable 1 2 3 4 5 6 7 8 9 10 11 12 

1.  MESQ-EC -            

2.  MESQ-ED  .25** -           

3.  PBACE-A  .29**  .16 -          

4. ERC-LN -.30** -.03 -.14 -         

5.  ABOS -.13 -.01 -.07 .35** -        

6.  FQ-CC -.24**  .06  .02 .63**  .33** -       

7.  FQ-EOI -.09 -.04  .03 .48**  .59**  .65** -      

8.  DASS-21 -.13 -.11  .11 .47**  .47**  .48**  .56** -     

9.  DERS -.15  .09 -.14 .39**  .25**  .51**  .42**  .49** -    

10. EDSIS -.10 -.06 -.01 .56**  .64**  .54**  .67**  .70**  .51** -   

11. Age- Daughter -.01 -.07 -.14 -.14 -.19* -.26** -.18* -.16 -.12 -.14 -  

12. Group (1=clinical) -.14 -.16  .01  .39**  .69**  .28**  .61**  .51**  .23**  .66** -.11 - 

M 25.2 21.4 28.1 27.6 14.7 21.0 24.6 29.2 78.0 24.5 17.1 - 

SD 4.1 4.8 5.8 6.3 11.1 6.4 5.7 26.0 19.5 16.6 3.1 - 

Note. MESQ-EC = Maternal Emotional Style Questionnaire – Emotion Coaching subscale, MESQ-ED = Maternal Emotional Style 

Questionnaire – Emotion Dismissing subscale, PBACE-A = Parents’ Beliefs about Children’s Emotions Questionnaire – the Value of 

Anger subscale, ERC-LN = Emotion Regulation Checklist – Lability/ Negativity subscale, ABOS = Anorectic Behavior Observation 

Scale, FQ-CC = Family Questionnaire – Critical Comments subscale, FQ-EOI = Family Questionnaire – Emotional Overinvolvement 

subscale, DASS-21 = Depression, Anxiety, and Stress Scale, DERS = Difficulties in Emotion Regulation Scale, EDSIS = Eating 

Disorders Symptom Impact Scale 

Correlations are reported after transformations. Means and standard deviations are reported before transformations. 

* p < .05. ** p < .01. *** p < .001. 
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Table 4 

Means, Standard Deviations, and t Tests for Study Variables by Group  

Variable (Measure) Clinical 

(n= 60) 

Community  

(n= 73)    

t test  

Emotion coaching (MESQ-EC) 24.53 (4.34) 25.81 (3.87)  -1.81 

Emotion dismissing (MESQ-ED)  20.62 (4.32) 22.11 (5.03)  -1.82 

Positive beliefs about anger (PBACE-A) 28.52 (4.22) 27.71 (6.88)     .80 

Depression, anxiety, and stress (DASS-21) 44.23 (27.03) 17.09 (17.67)   6.71*** 

Emotion regulation difficulties (DERS) 83.02 (19.15) 74.07 (19.02)   2.71** 

Critical comments (FQ-CC) 23.02 (6.45) 19.45 (5.98)   3.32** 

Emotional overinvolvement (FQ-EOI) 28.47 (4.81) 21.52 (4.34)   8.80*** 

Burden of caregiving (EDSIS) 37.07 (14.40) 14.51 (10.10) 10.28*** 

Emotional lability and negativity (ERC-LN)  30.47 (6.76) 25.37 (4.92)   5.06*** 

Eating disordered behaviours (ABOS) 23.28 (10.75) 7.79 (5.16) 10.26*** 

Note. MESQ-EC = Maternal Emotional Style Questionnaire – Emotion Coaching subscale, MESQ-ED = Maternal 

Emotional Style Questionnaire – Emotion Dismissing subscale, PBACE-A = Parents’ Beliefs about Children’s 

Emotions Questionnaire – the Value of Anger subscale, ERC-LN = Emotion Regulation Checklist – Lability/ 

Negativity subscale, ABOS = Anorectic Behavior Observation Scale, FQ-CC = Family Questionnaire – Critical 

Comments subscale, FQ-EOI = Family Questionnaire – Emotional Overinvolvement subscale, DASS-21 = 

Depression, Anxiety, and Stress Scale, DERS = Difficulties in Emotion Regulation Scale, EDSIS = Eating Disorders 

Symptom Impact Scale 

Means and standard deviations are reported before transformations. 

** p < .01. *** p < .001. 
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Main Analyses 

Three research questions and the resultant hypotheses were tested using the analytic 

approach described in Chapter 3. First, it was examined if there was a relationship between 

emotion socialization and having a daughter with an ED diagnosis. Second, the links between 

mothers’ psychological functioning and emotion socialization were investigated. Lastly, it was 

tested if mothers’ emotion socialization, emotion regulation difficulties, and expressed emotion 

were related to daughters’ level of ED psychopathology through daughters’ emotion regulation 

difficulties. Together, these research questions aimed to examine (1) which characteristics 

explain individual differences in emotion socialization, and (2) is emotion socialization as well 

as the other two channels of parental influence on youths’ emotion regulation from the tripartite 

model related to daughters’ ED psychopathology. 

Question 1. What is the relationship between having a daughter with an ED 

diagnosis and mothers’ emotion socialization? 

Hypothesis 1.1. Mothers of daughters with diagnosed EDs report lower emotion 

coaching, more emotion dismissing, and less positive beliefs about anger than mothers from the 

community. 

This hypothesis tested if having a daughter with an ED diagnosis can explain variability 

in emotion socialization. Two mothers from the community group who reported that their 

daughters had ED symptoms above the clinical cut-off on the ABOS were excluded from these 

analyses, resulting in a sample of 133, including 60 mothers whose daughters had ED diagnoses 

and 73 mothers from the community. Mothers of daughters with ED diagnoses who reported 

ABOS scores below the clinical cut-off were retained because their daughters had a confirmed 

diagnostic status and ABOS is not a diagnostic tool. Pearson correlation coefficients were used 



    

 

72 

 

to test if having a daughter with an ED was related to each of the three emotion socialization 

variables. Results suggest that there is no statistically significant relationship between having a 

daughter with an ED diagnosis and mothers’ emotion coaching r(131)= -.15, p= .09, emotion 

dismissing, r(131)= -.14, p= .11, or positive beliefs about anger1, r(131)= .00, p= .96. 

 Question 2. What is the relationship between mothers’ psychological functioning 

and emotion socialization? 

Hypothesis 2.1. Mothers with fewer mental health symptoms (depression, anxiety, stress), 

less difficulty in emotion regulation, and less burden of caregiving report more emotion 

coaching, more positive beliefs about anger, and less emotion dismissing. 

This hypothesis tested if the individual differences in mothers’ psychological functioning 

can explain variability in emotion socialization. Due to high intercorrelations between the 

explanatory variables (DERS, DASS-21, and EDSIS, see Table 3), a composite score for 

mothers’ psychological functioning was calculated. The scores on the three explanatory variables 

were first standardized to z scores due to different scales of measurement. The z scores were 

summed into one score representing mothers’ psychological functioning and then correlated with 

each of the three emotion socialization practices variables. No statistically significant 

associations were found between mothers’ psychological functioning and emotion coaching 

r(133)= -.17, emotion dismissing r(133)= .08, or positive beliefs about anger r(133)= -.10. 

Together, hypotheses 1.1. and 2.1. suggest that there is no evidence for an association between 

                                                 

 

1 These analyses were also conducted using ABOS scores as the grouping variable: ABOS scores at or above 19 

were coded as 1 and below 19 as 0 (Vandereycken et al., 1992). No statistically significant group differences were 

found.  
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either daughters’ diagnosis of an ED or mothers’ psychological functioning with emotion 

socialization practices.  

Question 3. Are the three channels of maternal influence on children’s emotion 

regulation related to daughters’ ED psychopathology through daughters’ emotion 

regulation difficulties in line with the tripartite model (Morris et al., 2007)? 

The remaining analyses examined if the three channels of maternal influence on 

children’s emotion regulation (Morris et al., 2007) – emotion socialization, emotion regulation, 

and expressed emotion – are related to daughters’ ED psychopathology through daughters’ 

emotion regulation difficulties. As suggested by the tripartite model, it was expected that 

mothers’ emotion socialization, emotion regulation difficulties, and expressed emotion would 

each be related to daughters’ ED psychopathology, and that these relationships would be 

mediated by daughters’ emotional lability and negativity. Three hypotheses were tested to 

answer this research question. 

Hypothesis 3.1. Mothers’ emotion socialization practices are related to daughters’ ED 

psychopathology and these relationships are mediated by daughters’ emotion dysregulation. 

Supportive practices (emotion coaching and positive beliefs about anger) are negatively related 

to emotional lability and negativity, while emotion dismissing has the opposite relationship. 

Emotional lability and negativity is positively related to ED psychopathology. 

Three mediation analyses were conducted, one for each of the emotion socialization 

variables. The results of these analyses are presented in Table 5 and visually displayed in Figure 

3. As hypothesized, the indirect path from emotion coaching to ED psychopathology through 

emotional lability and negativity was statistically significant, with emotion coaching linked to 

less lability and negativity in daughters, and less lability and negativity linked to less ED 



    

 

74 

 

psychopathology. Two cases that differed by one SD in emotion coaching differed by .1 SD in 

daughters’ ED symptoms as a result of the indirect effect through daughters’ emotional lability 

and negatively. The direct and total effects were not significant. In contrast to emotion coaching, 

emotion dismissing and positive beliefs about anger were neither directly nor indirectly related to 

daughters’ ED psychopathology. Overall, the results of the mediation analyses suggest that 

emotion coaching is the only of the three facets of emotion socialization investigated in this 

study that is associated with lower ED psychopathology but only indirectly, through daughters’ 

emotion dysregulation.  
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Table 5 

Mediation Analyses of the Relationships between Emotion Socialization Practices and ED Psychopathology through Emotional 

Lability and Negativity (Hypothesis 3.1) 

 

IV on ERC-LN 

(path a)  

ERC-LN on 

ABOS (path b)  

IV on ABOS 

(direct effect) 

 

Indirect effect  

Standardized 

indirect effect  

 

Total effect 

Independent 

Variable (IV) 
b β  b β  b β  ab  [95% CI]  abcs  [95% CI] 

 
b β 

MESQ-EC -.04*** -.30***  5.27*** .34***  -.05  -.03    -.21† [-.40, -.09]  -.10† [-19, -.04]  -.27 -.13 

MESQ-ED -.00 -.03    5.39*** .35***   .00  -.00    -.00  [-.02, .01]     -.01 [-.07, .04]  -.00 -.01 

PBACE-A -.01 -.14  5.35*** .34***  -.03  -.13    -.08   [-.19, .01]  -.05 [-.12, .00]  -.10 -.07 

Note. MESQ-EC = Maternal Emotional Style Questionnaire – Emotion Coaching subscale, MESQ-ED = Maternal Emotional Style Questionnaire – Emotion 

Dismissing subscale, PBACE-A = Parents’ Beliefs about Children’s Emotions Questionnaire – the Value of Anger subscale, ERC-LN = Emotion Regulation 

Checklist – Lability/ Negativity subscale, ABOS = Anorectic Behavior Observation Scale 

b= unstandardized regression coefficient, β= standardized regression coefficient 

*p < .05. **p < .01. ***p < .001. † Significant indirect effect (confidence interval does not include a zero).
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Figure 3. The direct, indirect, and total effects of mothers’ emotion socialization practices on 

mothers’ perceptions of daughters’ ED psychopathology. 

Significant results are typed in bold. The indirect effect is marked as ab, the direct effect as c’, 

and the total effect as c. BC Boot CI= bias-corrected bootstrapped confidence intervals, abcs = 

completely standardized effect size (A. F. Hayes, 2013; Preacher & Hayes, 2008) 

 Hypothesis 3.2. Maternal difficulties in emotion regulation are positively related to ED 

psychopathology in daughters. This relationship is mediated by higher emotion lability and 

negativity in daughters.   

There was a statistically significant positive total effect of mothers’ difficulties with 

emotion regulation on daughters’ ED psychopathology. This relationship was significantly 

mediated by daughters’ emotional lability and negativity. Two cases that differed by one SD in 

difficulties in emotion regulation had daughters that differed by .11 SD in ED psychopathology 

due to the indirect effect through daughters’ emotional lability and negatively. When the 

mediator was included in the model, the direct relationship between mothers’ emotion regulation 
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difficulties and daughters’ ED psychopathology was no longer statistically significant. These 

results are presented in Table 6 and Figure 4. 

  

 

Figure 4. The direct, indirect, and total effects of mothers’ emotion regulation difficulties on 

mothers’ perceptions of daughters’ ED psychopathology. Statistically significant results are 

typed in bold. The indirect effect is marked as ab, the direct effect as c’, and the total effect as c. 

BC Boot CI= bias-corrected bootstrapped confidence intervals, abcs= completely standardized 

effect size (A. F. Hayes, 2013; Preacher & Hayes, 2008) 

Hypothesis 3.3. Maternal emotional overinvolvement and critical comments are 

positively related to more ED psychopathology in daughters and these relationships are 

mediated by higher emotional lability and negativity in daughters.   

The results of the mediation analyses testing hypothesis 2.4 are presented in Table 6 and 

Figure 5. For both dimensions of EE, the total effects were statistically significant, suggesting 

that higher expressed emotion was linked to more ED psychopathology. The two relationships 
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differed, however, in terms of the mediated paths. As hypothesized, the link between critical 

comments and ED psychopathology was mediated by daughters’ emotional lability and 

negativity. A difference of one SD in mothers' critical comments was associated with a 

difference of 0.15 SD in daughters' ED psychopathology through the indirect path. When this 

mediated path was accounted for, the direct relationship between critical comments and ED 

psychopathology was no longer significant. The opposite was found for emotional 

overinvolvement, which was only linked to ED psychopathology directly, with no evidence for a 

mediated effect.  
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Table 6 

Mediation Analyses of the Relationships between Maternal Emotion Regulation Difficulties (DERS, Hypothesis 3.2) and Expressed 

Emotion (FQ, Hypothesis 3.3) with Daughters’ ED Psychopathology through Emotional Lability and Negativity  

 

IV on ERC-LN 

(path a)  

ERC-LN on 

ABOS (path b)  

IV on ABOS 

(direct effect) 

 

Indirect effect  

Standardized 

indirect effect  

 

Total effect 

Independent 

Variable (IV) 
b β  b β  b β  ab  [95% CI]  abcs  [95% CI] 

 
b β 

DERS .00*** .39***   4.53**  .29**   .01  .14  .01†  [.00, .01]  .11† [.05, .19]   .02**  .25** 

FQ-EOI .01*** .49***     1.19  .08   .15***  .55***  .01   [-.01, .03]  .04 [-.04, .12]   .16***  .59*** 

FQ-CC .09*** .63***   3.62*  .23*   .39  .18  .32†  [.03, .62]  .15† [.01, .28]   .71***  .33*** 

Note. DERS = Difficulties in Emotion Regulation Scale, FQ-EOI = Family Questionnaire, Emotional Overinvolvement subscale, FQ-CC = Family Questionnaire 

Critical Comments subscale, ERC-LN = Emotion Regulation Checklist – Lability/ Negativity subscale, ABOS = Anorectic Behavior Observation Scale 

b= unstandardized regression coefficient, β= standardized regression coefficient  

*p < .05. **p < .01. ***p < .001. † Significant indirect effect (confidence interval does not include a zero).    
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Figure 5. The direct, indirect, and total effects of mothers’ expressed emotion on mothers’ 

perceptions of daughters’ ED psychopathology. Significant results are typed in bold. The 

indirect effect is marked as ab and the direct effect as c’, and the total effect as c. BC Boot CI= 
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bias-corrected bootstrapped confidence intervals, abcs = completely standardized effect size (A. 

F. Hayes, 2013; Preacher & Hayes, 2008) 

Supplementary Analyses 

All the mediation analyses testing Hypotheses 3.1 to 3.3 were conducted again with 

daughters’ confirmed ED diagnostic status (the presence or absence of a diagnosed ED) entered 

in place of daughters’ ED psychopathology (ABOS). The results of these analyses were identical 

to the original results and they are presented in Appendix Q.    
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Chapter 5: Discussion 

The aim of the current study was to investigate if maternal emotion socialization relates 

to daughters’ ED psychopathology and emotion regulation as well as to mothers’ own emotional 

difficulties as suggested by the tripartite (Morris et al., 2007) and EFFT models (Robinson, 

Dolhanty, et al., 2013). A second goal was to examine differences in emotion socialization 

between mothers of daughters with and without ED diagnoses. Morris and colleagues (2007) 

proposed that parents influence youth’ emotion regulation and mental health through three 

channels: (1) emotion socialization practices, such as emotion coaching or dismissing, (2) the 

emotional climate in the family, including expressed emotion, and (3) modelling of emotion 

regulation. The current study found support for each of these three channels, with some 

differences relative to the original model. These results are discussed next along with their 

contribution to science and clinical practice as well as the limitations.  

Evidence for the Mediated Effects of the Three Channels on ED Psychopathology 

Regarding the first channel of parental influence (Morris et al., 2007), the results support 

the hypothesis that emotion coaching is related to daughters’ ED psychopathology indirectly 

through daughters’ emotion dysregulation. Mothers with more emotion coaching attitudes and 

behaviours reported that their daughters were less emotionally dysregulated, which was related 

to lower ED psychopathology in daughters. The total effect of emotion coaching on ED 

psychopathology was not significant, likely due to insufficient power to detect a very small 

effect (Cohen’s f 2= .02). Simulation studies have demonstrated that the test of the indirect effect 

can be more powerful than the test of the total effect (Kenny & Judd, 2014; Loeys, Moerkerke, & 

Vansteelandt, 2015). The effect size of the regression model that included both emotion coaching 
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and emotion dysregulation was small-to-medium (Cohen’s f 2= .14) and this model was the basis 

for calculating the indirect effect coefficient.  

This is the first study to test the relationship between emotion coaching and ED 

symptomatology. Previous studies have found that emotion coaching had total and mediated 

links to other mental health difficulties, such as internalizing and externalizing symptoms in 

youth (Johnson et al., 2017; Katz & Hunter, 2007; Shortt et al., 2010; Stocker et al., 2007; 

Valiente et al., 2007). This study expands on this literature by indicating that emotion coaching 

has a similar association with ED psychopathology but only indirectly through youths’ emotion 

regulation. These findings are in line with the tripartite model (Morris et al., 2007) and also 

provide preliminary, correlational support for the EFFT theory, which posits that emotion 

coaching can have a positive impact on symptomatology and emotional functioning in EDs 

(Robinson, Dolhanty, et al., 2013; Robinson et al., 2016). Longitudinal and randomized 

controlled clinical studies are needed to test if this correlational relationship is causal, as 

suggested by the theory. The current investigation suggests that such studies might be of value to 

the field.  

Despite the literature indicating that individuals with EDs have a particular difficulty 

with tolerating anger, which is linked to their beliefs about this emotion (Fox, 2009; Geller et al., 

2000; Meyer et al., 2005; Zaitsoff et al., 2002), the present study did not find either a direct or an 

indirect relationship between maternal positive beliefs about anger and daughters’ ED 

psychopathology. The discrepancy in the results for emotion coaching measured by the MESQ 

Emotion Coaching subscale and beliefs about anger measured by PBACE Value of Anger 

subscale might be related to the differences in these scales and the constructs that they measure. 

PBACE-A captures mothers’ beliefs about the personal utility of anger to young people, while 
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MESQ measures both attitudes and behaviours of mothers that support young people’s 

experiences of negative emotions. Mothers who believe that experiences of anger are positive 

might, nevertheless, have a variety of responses to their children’s anger, leading to different 

impacts on their children’s emotional functioning. This suggests that future studies investigating 

emotion socialization and ED psychopathology should use measures that include the behavioural 

aspect of emotion socialization.  

Contrary to its hypothesis and to the results of previous studies (Buckholdt et al., 2010; 

Haslam et al., 2008; Mountford et al., 2007), this study did not find either a direct or an indirect 

relationship between unsupportive emotion socialization exemplified by emotion dismissing, and 

ED psychopathology. This discrepancy in findings could have emerged from differences in study 

design and the theoretical concepts of interest. Notably, the earlier studies asked adults to report 

on their parents’ past emotion socialization practices and correlated these responses with their 

current ED symptoms, while the present study explored the links between emotion socialization 

and ED psychopathology concurrently and from the perspective of mothers. Retrospective 

accounts of parenting practices might be affected by inaccurate memory (Hardt & Rutter, 2004). 

A concurrent design has more utility for informing clinical interventions for mothers.  

Together the findings of this study indicate that ED psychopathology in daughters is 

concurrently and indirectly related to emotion coaching and there is no evidence of its 

relationships with emotion dismissing. Emotion coaching teaches youth how to manage their 

own emotions (Gottman & DeClaire, 1997; Gottman et al., 1996) and when such learning 

opportunities are scarce, daughters are more likely to be less competent in adaptive emotion 

regulation and might resort to maladaptive regulation strategies, such as ED symptoms.  
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In line with the second channel of emotion socialization described in the tripartite model 

(Morris et al., 2007), this study found a mediated relationship between mothers’ difficulties with 

emotion regulation and daughters’ ED psychopathology through daughters’ emotion 

dysregulation. These results converge with a small group of previous studies that have explored 

the association between parents and youth emotion regulation (Bariola et al., 2012; Kim et al., 

2009; Morelen et al., 2016) and are the first to report that this association is also linked to ED 

psychopathology. Consequently, mothers’ emotion regulation should be included in studies of 

family caregiving in EDs and in models that connect parenting to ED symptomatology. Emotion 

regulation can also be a target of interventions for mothers, which is elaborated shorty, in the 

section on clinical implications.  

This study also found support for a link between the third channel of influence in the 

tripartite model (Morris et al., 2007), namely expressed emotion, and ED psychopathology, 

similarly to previous studies with this population (Zabala et al., 2009; Anastasiadou et al., 2014). 

The unique contribution of the present study lies in testing the mediated effect through 

daughters’ emotion regulation, which was postulated by Morris et al. (2007). The mediation 

hypothesis was partially supported: only the relationship between critical comments and ED 

symptoms was indirect through daughters’ emotion dysregulation, while the relationship 

between emotional overinvolvement and ED psychopathology was direct, with no support for 

mediation. The former finding converges with brain imaging studies, which found that 

adolescents respond with emotion dysregulation when exposed to criticism from their mothers 

(Aupperle et al., 2016; Lee et al., 2014).  

Other mediators might also be relevant for the relationship between maternal criticism 

and youth’s ED psychopathology. Thompson (2013) theorized that parental criticism can 
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increase the risk of emotional difficulties in youth because it exacerbates their stress and 

decreases opportunities to learn effective emotion regulation responses. This conceptualization is 

supported by evidence that patients with EDs consider criticism from carers as the most stressful 

aspect of expressed emotion. Stress from criticism is associated with more ED symptoms 

(Medina-Pradas, Navarro, Lopez, Grau, & Obiols, 2011). These possible mechanisms warrant 

empirical investigation; for example, a sequential mediation model could be tested, in which the 

relationship between critical comments and ED psychopathology would be mediated, in order, 

by youth stress and youth emotion dysregulation. Another possible mediator is self-criticism. 

Studies with adolescents and young adults have found that parental criticism is linked to higher 

non-suicidal self-injury indirectly through youths’ self-criticism (Ammerman & Brown, 2018; 

Baetens et al., 2015). Self-criticism is common in individuals with ED psychopathology (Fennig 

et al., 2008; Steele, O'Shea, Murdock, & Wade, 2011) and, therefore, it would be relevant to 

explore if it has a unique mediating effect on the relationship between parental criticism and ED 

psychopathology.  

In contrast to critical comments, this study found that emotional overinvolvement was 

only directly related to ED psychopathology. This dimension of expressed emotion, 

characterized by overprotection, overidentification as well as excessive self-sacrifice and worry 

is not as well understood as criticism (Peris & Miklowitz, 2015). It is possible that emotional 

overinvolvement affects ED symptoms because overinvolved mothers struggle to provide 

adequate support for their daughters with EDs. Schmidt and Treasure (Schmidt & Treasure, 

2006) described a pattern of interactions in some families of individuals with AN, in which 

parents’ overcontrolling behaviours towards food and eating reinforced their children’s 

commitment to ED symptoms. This dynamic might lead to increased symptom severity. Other 
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parents gave in to their children’s requests for special foods, smaller portions, and other meal 

privileges that enable ED symptoms, which might also increase severity. Both of these types of 

reactions are related to emotional overinvolvement and could explain its direct relationship with 

ED psychopathology. 

The differential relationships between the two facets of expressed emotion, ED 

psychopathology, and emotion dysregulation that were found in this study point to the utility of 

testing critical comments and emotional overinvolvement as separate variables in future studies, 

in addition to or instead of the collapsed indices of high and low expressed emotion. What is 

considered high or low expressed emotion has differed between studies that have used different 

instruments and scoring systems (Duclos et al., 2012), adding to difficulties with interpretation. 

In some studies, only critical comments contributed to high expressed emotion (e.g., Eisler et al., 

2000; Hodes, Dare, Dodge, & Eisler, 1999); in others, both critical comments and 

overinvolvement had to be present (e.g., Hedlund, Fichter, Quadflieg, & Brandl, 2003), while in 

yet others, either of these facets of expressed emotion was sufficient (e.g., Allan, Le Grange, 

Sawyer, McLean, & Hughes, 2018; Le Grange, Hoste, Lock, & Bryson, 2011). The current study 

is the first to report that critical comments and emotional overinvolvement might relate to ED 

psychopathology through different mechanisms and, therefore, warrant being considered 

separately in future research. Critical comments might be more relevant for research and theory 

concerned with emotion dysregulation and ED psychopathology, although this result requires 

replication, especially in clinical samples. The current study did not find support for including 

emotional overinvolvement in the adaptation of the tripartite model to ED psychopathology.  

When considered together, the results of the mediation analyses provide support for 

applying Morris et al.’s (2007) tripartite model to conceptualizing the relationships between 
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emotion socialization and ED psychopathology. Mothers’ emotion coaching, emotion regulation 

difficulties, and critical comments were all associated with daughters’ ED psychopathology 

through daughters’ emotion dysregulation, as postulated by this model. One exception was 

emotional overinvolvement, which was related to ED psychopathology directly and not through 

emotion dysregulation. The direct relationships between all other emotion socialization variables 

and ED psychopathology were not statistically significant when the mediation by daughters’ 

dysregulation was included in the models. This points to the importance of considering youth 

emotion dysregulation in research and clinical practice with families of youth with ED 

symptoms. However, it is pertinent to replicate these results in clinical samples. The results of 

this study are also in line with EFFT model, as discussed in the Clinical Implications section.  

Evidence for Individual Differences in Emotion Socialization Practices 

 In contrast to the tripartite model of parental emotion socialization (Morris et al., 2007), 

this study did not find support for individual differences in emotion socialization practices based 

on mothers’ psychological functioning or daughters’ diagnostic status (the presence or absence 

of an ED diagnosis). Preliminary analyses also showed that daughters’ age was not related to any 

of the three variables tracking emotion socialization practices in this sample, contrary to previous 

findings (Klimes-Dougan et al., 2007; O’Neal & Magai, 2005). Given that daughters’ diagnostic 

status was not related to mothers’ emotion socialization practices, it is possible that these 

practices are not negatively affected by the presence of daughters’ ED diagnosis. This would 

contrast with research on expressed emotion, where there are well-documented differences 

between families with and without EDs (Anastasiou et al., 2014; Zabala et al., 2009). However, 

one has to be cautious when interpreting a failure to reject a null hypothesis, as it could also be a 

function of the study design. For example, it is possible that, despite confirmed differences in 
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daughters’ ED diagnostic statuses, the two groups of daughters were not sufficiently different in 

their ED psychopathology to detect differences in mothers’ emotion socialization practices. 

Consequently, more research is needed to conclude if mothers of daughters with and without 

EDs differ on emotion socialization. Research using clinical interviews to assess ED diagnosis 

and severity or their absence would improve on this limitation of this investigation.  

This study also hypothesized that mothers’ psychological and emotional difficulties 

would be related to their emotion socialization practices as suggested by the tripartite (Morris et 

al., 2007) and EFFT (Robinson, Dolhanty et al., 2013) models. This hypothesis did not find 

support, similarly to one earlier investigation (Maliken, 2014). This contrasts with research on 

expressed emotion, where maternal depression, anxiety, distress, general psychopathology 

symptoms, and caregiver burden were found to correlate positively with high expressed emotion 

(Duclos et al., 2012; Rienecke et al., 2017). It is of note that the severity of psychological 

difficulties in the current sample might have been too low to be associated with emotion 

socialization: mothers in this study reported on average normal levels of depression, anxiety, and 

stress, with mothers of daughters’ with EDs reporting mild-to-low-moderate levels of depression, 

anxiety, and stress. However, the correlations between emotion socialization practices and the 

psychological difficulties variables in this group were not significant, suggesting a similar 

pattern of relationships as in the full sample and providing further justification for combined 

analyses. In contrast, previous studies that found relationships between maternal mental health 

and emotion socialization used samples of mothers with clinical threshold disorders, including 

substance use disorders (Shadur, 2013) and childhood-onset depression (Silk et al., 2011).  
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Limitations 

This study has some noteworthy limitations. First, it included only one type of 

measurement (self-report) and informant (mothers). This design was selected to minimize the 

burden of participation and maximize the number of participants given that this was an 

investigation of a novel concept in the field of EDs. Mothers are frequently used as informants in 

emotion socialization research, including reporting on their children’s emotion regulation. There 

is also a growing recognition that they are important informants on their children’s ED 

symptoms, as adolescents might be unwilling to disclose the severity of their symptoms (Murray, 

Loeb, & LeGrange, 2015). On the other hand, mothers might not be fully aware of their 

daughters’ symptoms, especially if daughters conceal them or mothers are not attentive to their 

daughters’ food, weight, and shape-related behaviours. Consequently, collecting both mothers’ 

and daughters’ reports would have further increased the validity of this study. This study could 

have also been enhanced by including other types of measurement of emotion socialization, such 

as interviews or observation. Interviews are considered the gold standard in the assessment of 

both emotion coaching and expressed emotion (Duclos et al., 2012; Johnson et al., 2017), while 

observation provides an opportunity for an objective assessment of family interactions.  

Second, this study did not include a clinical interview to confirm daughters’ diagnoses 

and their severity at the time of their mothers’ participation. Mothers were grouped based on the 

presence or absence of daughters’ ED diagnosis and their participation in a specialized treatment 

for an ED. However, the scores on the ABOS and the fact that the daughters were at different 

stages of treatment suggest a possibility that some of the daughters might have been partially 

recovered when their mothers participated in this study. The ABOS scores also suggest that some 

daughters from the community might have had subthreshold ED symptoms. Consequently, the 
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two groups might not have been as dissimilar as groups with current diagnostic statuses 

confirmed using clinical interviews. This could have prevented the detection of meaningful 

group differences. The results of group comparisons in the present study need to be interpreted 

with caution given this limitation. In addition, all results, except for hypothesis 1.1, can only be 

generalized to the population of mothers of daughters and not to mothers of daughters with EDs 

because the two groups were treated as a single sample.  

Third, the concurrent design did not allow to draw conclusions about causality or 

temporal relationships between the concepts of interest. Conclusions can only be drawn about 

associations between the constructs. EFFT assumes that emotion coaching positively affects 

emotion regulation and ED psychopathology (Robinson, Dolhanty et al., 2013) similarly to the 

effects found in intervention studies with the general population (Havighurst et al., 2015; Kehoe 

et al., 2013). Testing this proposition directly requires a randomized controlled trial design.  

Lastly, this study focused only on mothers of daughters. More research is needed to 

determine if similar relationships exist for other caregivers and other genders. Despite these 

limitations, the current study is a valuable contribution to the field as it is the first to examine and 

demonstrate associations between emotion socialization, emotion regulation, and ED 

psychopathology.  

Directions for Future Research  

Given that this was the first and preliminary investigation of the relationships between 

mothers’ emotion socialization and ED psychopathology and emotion regulation in daughters, 

more research is needed to understand how these three concepts are related to and affect one 

another. Future research in this area would preferably include more than one type of 

measurement and several informants to test if the relationships found in this study are confirmed 



 

 

93 

 

through observation and interview data or when youth are recruited as informants. Adolescent 

males and transgendered individuals should be included in these investigations to explore 

potential gender differences and increase generalizability. These groups are typically excluded 

from studies of ED psychopathology; however, research suggests that they have might have 

unique patterns of this psychopathology (Dakanalis, Timko, Clerici, Zanetti, & Riva, 2014). It 

would also be beneficial to examine if and how emotion socialization by other family members, 

including fathers and other primary caregivers, might be related to ED psychopathology.  

Since the theory of emotion socialization (Morris et al., 2007; Thompson, 2013) assumes 

a specific dominant direction of influence from parents’ socialization to youth’s functioning, 

longitudinal studies controlling for baseline levels of ED psychopathology would help illuminate 

its temporal associations with emotion socialization practices. Such associations have previously 

been found for children’s internalizing symptoms (Silk et al., 2011). At the same time, some 

research suggests that children’s emotional displays also affect how parents respond to them 

(e.g., Morelen & Suveg, 2012) and such bidirectionality of influences could also be tested in 

relation to ED psychopathology. 

This study has provided preliminary support for the EFFT model (Robinson, Dolhanty, et 

al., 2013) and it would be beneficial to test if an EFFT intervention can improve youth emotion 

regulation and, indirectly, their ED symptoms. It would also be of value to test the full tripartite 

model (Morris et al., 2007), adapted based on the results of the current study, using multilevel 

modelling to determine if the relationships between the three channels of parental influence on 

children’s emotion regulation and ED psychopathology remain significant when modelled 

simultaneously.  
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The absence of differences in emotion socialization practices between mothers of 

daughters with and without an ED diagnosis in this study converges with earlier findings in 

youth with depression (Katz & Hunter, 2007) but differs from the findings on anxiety disorders 

(Hurrell et al., 2017) and conduct disorders (Katz & Windecker-Nelson, 2004). To understand if 

these discrepant findings reflect actual differences in the populations or are an artifact, future 

studies could directly compare emotion socialization practices in mothers of children with 

different mental health problems. 

Lastly, the measure of emotion dysregulation in the current study captured only one 

dimension of this dysregulation, which can be described as emotional lability, reactivity, and 

undercontrol. However, the opposite type of dysregulation, characterized by emotional 

inhibition, overcontrol, and rigidity, has also been identified in the literature (Eisenberg, Hofer, 

Sulik, & Spinrad, 2014) and shares many similarities with the rigid, harm-avoiding, 

perfectionistic, and low-impulsivity personality type found in some individuals with EDs (Cassin 

& von Ranson, 2005; Farstad, McGeown, & von Ranson, 2016). Investigating the relationship 

between emotion socialization practices, emotional overcontrol, and ED psychopathology would 

be an interesting extension of the present study. 

Clinical Implications 

The results of this study have implications for clinical practice. Most importantly, they 

lend preliminary support for the EFFT model (Robinson, Dolhanty, et al., 2013) and the potential 

utility of emotion coaching as an adjunct skill taught to parents of youth with EDs. EFFT might 

be a valuable addition to treatments of these youth given the findings that emotion coaching is 

related to lower ED psychopathology through lower emotion dysregulation. In addition, earlier 

studies have shown that parents report increased self-efficacy following EFFT (Robinson et al., 
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2016), and parental self-efficacy predicts better outcomes in treatments for EDs (Robinson, 

Strahan, et al., 2013). 

The potency of this intervention on youth functioning might be enhanced if other 

channels of emotion socialization, that is, mothers’ emotion regulation and critical comments, 

are also addressed, given their relationships with daughters’ ED psychopathology through 

emotion dysregulation. EFFT addresses expressed emotion by teaching the “animals model of 

parenting”, which describes the threats of some aspects of expressed emotion in a humorous 

manner (Robinson, Dolhanty, et al., 2013). The current study suggests that particular focus 

should be given to maternal criticism. EFFT gives less attention to parents’ difficulties with 

emotion regulation. Parents are invited to explore the emotional blocks towards being effective 

caregivers and to overcome them with the help of humanistic-experiential interventions. 

However, these same parents might have difficulties with many aspects of emotion regulation 

across their life domains and might need specific skills to target them. In this study, mothers of 

daughters with ED diagnoses reported significantly more global difficulties with emotion 

regulation than the community group, including more difficulties in the domains of non-

acceptance of emotions, difficulties with goal directed behaviours due to interruption by 

emotions, and lack of emotional clarity. Mindfulness training might be a helpful intervention to 

address these difficulties because it teaches awareness of emotional experiences without 

reactivity to them (Baer, 2015; Hölzel et al., 2011). 

This study did not find evidence that mothers of daughters with ED diagnoses need 

emotion coaching training more than mothers from the community. Given the indirect 

relationship between emotion coaching and ED psychopathology through emotion dysregulation, 

the best way to determine if emotion coaching skills training is needed might be to assess both 
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daughters’ emotion regulation and mothers’ baseline emotion socialization practices. Daughters 

who struggle with regulating their emotions and receive little emotion coaching would be 

expected to benefit from their mothers’ participation in EFFT the most. This hypothesis can be 

tested empirically in a clinical study. 

Conclusion 

 In conclusion, this study demonstrated that the tripartite model of parental influences on 

children’s emotion regulation (Morris et al., 2007) can be extended to ED psychopathology. This 

study also provides preliminary support for the EFFT model (Robinson, Dolhanty, et al., 2013). 

Results suggest that all three channels of parental emotion socialization, that is, emotion 

coaching, parental emotion regulation, and the critical comments aspect of expressed emotion are 

associated with daughters’ emotion dysregulation, which is then associated with ED 

psychopathology in a mediated manner. Contrary to theory, mothers’ or daughters’ 

characteristics were not related to mothers’ emotion socialization practices. This study is the first 

to empirically link emotion coaching with ED psychopathology as well as to explore mediated 

relationships between emotion socialization and ED psychopathology through youth emotion 

dysregulation. More research is needed to further understand these relationships and directly test 

their potential to improve clinical outcomes in EDs. 
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Appendix A: Screening Questions – Mothers of Daughters with ED Diagnosis 

  

Please answer these questions to assess your eligibility for this study 

1) Are you a mother of a daughter who (A) is between 12 and 24 years of age AND (B) has 

an eating disorders 

a. Yes 

b. No 

 

2) Where is your daughter treated presently? 

a. BC Children’s Hospital  

b. Looking Glass Residence (formerly Woodstone Residence) 

c. North Fraser Eating Disorders Program 

d. South Fraser Eating Disorders Program 

e. Vancouver Coastal Health Eating Disorders Program 

 

3) If your daughter is at BC Children’s, in which program is she treated? 

a. Inpatient 

b. Day Program 

c. Outpatient 

 

4) When did your daughter start the current treatment? (month/year) 

_____________________ 

5) Please mark ALL answers that describe your relationship with your daughter who has an 

eating disorder 

a. I lived with her OR saw her at least twice a week BEFORE her current treatment 

started. 

b. I am involved in her treatment OR communicate with her treatment team 

regularly. 

c. I am her emergency contact. 

d. I help her financially. 
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Appendix B: Screening Questions for the Mothers of Daughters without ED Diagnosis 

 

Thank you for your interest in our study. In order for us to determine your eligibility, please 

answer the following questions.  

1. Are you a mother of a daughter between the age of 12 and 24? 

YES NO 

2. Do you live with this daughter or see her at least twice a week? 

YES NO 

3. Does your daughter presently have a mental health problem that was diagnosed by a 

physician or a mental health professional (e.g., diagnosed depression, anxiety disorder, 

schizophrenia, personality disorder, etc.) 

YES NO 

4. Has your daughter ever been diagnosed with an eating disorder (anorexia, bulimia, or 

other)? 

YES NO 

  



 

 

127 

 

Appendix C: Maternal Emotional Style Questionnaire (MESQ) 

On this page you will see statements that describe feelings in yourself and your daughter.  For 

each statement please decide to what extent you agree or disagree and circle your choice.   

 

1 = strongly disagree     2=disagree      3= neutral      4=agree          5=strongly agree  

 

1 When my daughter is sad, it’s time to 

problem solve 

1 2 3 4 5 

 

2 Anger is an emotion worth exploring 1 2 3 4 5 

3 When my daughter is sad I am expected to 

fix the world and make it perfect 

1 2 3 4 5 

 

4 When my daughter gets sad, it’s a time to get 

close 

1 2 3 4 5 

 

5 Sadness is something that one has to get 

over, to ride out, not to dwell on 

1 2 3 4 5 

 

6 I prefer my daughter to be happy rather than 

overly emotional 

1 2 3 4 5 

 

7 I help my daughter get over sadness quickly 

so she can move onto other things 

1 2 3 4 5 

 

8 When my daughter is angry, it’s an 

opportunity for getting close 

1 2 3 4 5 

 

9 When my daughter is angry, I take some 

time to try to experience this feeling with her 

1 2 3 4 5 

 

10 I try to change my daughter’s angry moods 

into cheerful ones 

1 2 3 4 5 

 

11 Youth is a happy-go-lucky time, not a time 

for feeling sad or angry 

1 2 3 4 5 

 

12 When my daughter gets angry my goal is to 

get her to stop 

1 2 3 4 5 

 

13 When my daughter is angry I want to know 

what she is thinking 

1 2 3 4 5 

 

14 When my daughter is angry, it’s time to 

solve a problem 

1 2 3 4 5 
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Appendix D: Positive Beliefs about Children’s Emotions – Value of Anger Subscale 

(PBACE-A) 

Instructions: These statements express some beliefs about young people’s emotional 

development. Please read each statement and write in the number that shows how much you 

agree with the statement.  

1 2 3 4 5 6 

Strongly 

Disagree 

Somewhat 

Disagree 

Slightly 

Disagree 

Slightly 

Agree 

Somewhat 

Agree 

Strongly 

Agree 

 

 

____6  It is useful for youth to feel angry sometimes.  

____10  Youth’s anger can be a relief to them, like a storm that clears the air.  

____13  The experience of anger can be a useful motivation for action.  

____18  It is good for youth to let their anger out.  

24  Expressing anger is a good way for a young person to let her desires and opinions be 

known.  

____33  Being angry can motivate youth to change or fix something in their lives.  
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Appendix E: Emotion Regulation Checklist (ERC) 

Please rate how often your daughter exhibits the following behaviours or emotional states 

My daughter: 

Never Sometimes Often Always  

1 2 3 4 1. Is a cheerful person. 

1 2 3 4 2. Exhibits wide mood swings (for example, her emotional state 

is difficult to anticipate because she moves quickly from very 

positive to very negative emotional states). 

1 2 3 4 3. Responds positively to neutral or friendly overtures by adults. 

1 2 3 4 4. Transitions well from one activity to another (for example, 

does not become anxious, angry, distressed, or overly excited 

when moving from one activity to another). 

1 2 3 4 5. Can recover quickly from episodes of upset or distress (for 

example, does not pout or remain sullen, anxious or sad after 

emotionally distressing events). 

1 2 3 4 6. Is easily frustrated. 

1 2 3 4 7. Responds positively to neutral or friendly overtures by peers. 

1 2 3 4 8. Tantrums easily. 

1 2 3 4 9. Is able to delay gratification. 

1 2 3 4 10. Takes pleasure in the distress of others (for example, laughs 

when another person gets hurt or punished; enjoys teasing 

others). 

1 2 3 4 11. Can modulate excitement in emotionally arousing situations 

(for example, does not get 'carried away' in high-energy play 

situations, or overly excited in inappropriate contexts). 

1 2 3 4 12. Is whiny or clingy with teachers or other authority figures. 

1 2 3 4 13. Is prone to disruptive outbursts of energy and exuberance. 

1 2 3 4 14. Responds angrily to limit-setting. 

1 2 3 4 15. Can say when she is feeling sad, angry or mad, fearful or 

afraid. 

1 2 3 4 16. Seems sad or listless. 

1 2 3 4 17. Is overly exuberant when attempting to engage others in 

activities. 

1 2 3 4 18. Displays flat affect (for example, expression is vacant and 

unexpressive; seems emotionally absent). 

1 2 3 4 19. Responds negatively to neutral or friendly overtures by peers 

(for example, speaks in an angry tone of voice; or responds 

angrily and aggressively). 

1 2 3 4 20. Is impulsive. 

1 2 3 4 21. Is empathic toward others; shows concern or sadness when 

others are upset or distressed. 

1 2 3 4 22. Displays exuberance that others find intrusive or disruptive. 

1 2 3 4 23. Displays appropriate negative affect (for example, anger, fear, 

frustration, distress) in response to hostile, aggressive or 

intrusive acts by peers. 

1 2 3 4 24. Displays negative affect when attempting to engage others in 

activities. 
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Appendix F: Anorectic Behavior Observation Scale for caregivers (ABOS) 

Rate the following items on the basis of observations of the patient made during the last month at home. 

Rate an item “YES” or “NO” only if you are sure about it (for instance, if you yourself saw it happening). 

Rate “?” if you are not sure (for instance, if you did not have the opportunity to observe it yourself, if you 

only heard about it or if you can only suppose that it happened). 

 

 YES NO ? 

1. Avoids eating with others or delays as much as possible before 

coming to the dinner table 

   

2. Shows obvious signs of tension at mealtimes    

3. Shows anger or hostility at mealtimes    

4. Begins by cutting up food into small pieces    

5. Complains that there is too much food or that it’s too rich (fattening)    

6. Exhibits unusual “food faddism”    

7. Attempts to bargain about food (for example, “I’ll eat this if I don’t 

have to eat that”) 

   

8. Picks at food or eats very slowly    

9. Prefers diet products (with low calorie content)    

10. Seldom mentions being hungry    

11. Likes to cook or help in the kitchen but avoids testing or eating    

12. Vomits after meals    

13. Conceals food in napkins, handbags or clothing during mealtimes    

14. Disposes of food (out of window, into dustbin or down sink or 

toilet) 

   

15. Conceals or hoards food in own room or elsewhere    

16. Eats when alone or secretly (for example at night)    

17. Dislikes visiting others or going to parties because of the 

“obligation” to eat 

   

18. Has sometimes difficulties in stopping eating or eats unusually large 

amounts of food or sweets 

   

19. Complains a lot about constipation    

20. Frequently takes laxatives (purgatives) or asks for them    

21. Claims to be too fat regardless of weight loss    

22. Often speaks about slimming, dieting or ideal body forms    

23. Often leaves the table during mealtimes (for example, to get 

something in the kitchen) 

   

24. Stands, walks or runs about whenever possible    

25. Is an active possible (for example, clearing tables or cleaning the 

room) 

   

26. Does a lot of physical exercise or sports    

27. Studies or works diligently    

28. Is seldom tired and takes little or no rest    

29. Claims to be normal, healthy or even better than ever    

30. Is reluctant to see a doctor or refuses medical examination    
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Appendix G: Family Questionnaire (FQ) 

 

Below we list different ways in which families try to cope with everyday problems. For each 

item please indicate how often you have reacted to your daughter in this way. 

 

 

 Never/       Rarely         Often          Very 

very                                                 often                                                

rarely 

1. I tend to neglect myself because of her    O               O             O             O 

2. I have to keep asking her to do things    O               O             O             O 

3. I often think about what is to become of her    O               O             O             O 

4. She irritates me    O               O             O             O 

5. I keep thinking about the reasons for her illness    O               O             O             O 

6. I have to try not to criticize her    O               O             O             O 

7. I can’t sleep because of her    O               O             O             O 

8. It’s hard for us to agree on things    O               O             O             O 

9. When something about her bothers me, I keep it to myself    O               O             O             O  

10. She does not appreciate what I do for her    O               O             O             O 

11. I regard my own needs as less important   O               O             O             O 

12. She sometimes gets on my nerves   O               O             O             O 

13. I’m very worried about her   O               O             O             O 

14. She does some things out of spite   O               O             O             O 

15. I thought I would become ill myself   O               O             O             O 

16. When she constantly wants something from me, it annoys 

me  

 O               O             O             O 

17. She is an important part of my life   O               O             O             O 

18. I have to insist that she behave differently   O               O             O             O 

19. I have given up important things in order to be able to 

help her  

 O               O             O             O 

20. I’m often angry with her   O               O             O             O 
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Appendix H: Depression, Anxiety, and Stress Scale (DASS) 

DAS S 21  Date: 

Please read each statement and circle a number 0, 1, 2 or 3 that indicates how much the 
statement applied to you over the past two weeks.  There are no right or wrong answers.  Do 
not spend too much time on any statement. 

The rating scale is as follows: 

0  Did not apply to me at all 
1  Applied to me to some degree, or some of the time 
2  Applied to me to a considerable degree, or a good part of time 
3  Applied to me very much, or most of the time 
 

1 I found it hard to wind down 0      1      2      3 

2 I was aware of dryness of my mouth 0      1      2      3 

3 I couldn't seem to experience any positive feeling at all 0      1      2      3 

4 I experienced breathing difficulty (eg, excessively rapid breathing, 
breathlessness in the absence of physical exertion) 

0      1      2      3 

5 I found it difficult to work up the initiative to do things 0      1      2      3 

6 I tended to over-react to situations 0      1      2      3 

7 I experienced trembling (eg, in the hands) 0      1      2      3 

8 I felt that I was using a lot of nervous energy 0      1      2      3 

9 I was worried about situations in which I might panic and make 
a fool of myself 

0      1      2      3 

10 I felt that I had nothing to look forward to 0      1      2      3 

11 I found myself getting agitated 0      1      2      3 

12 I found it difficult to relax 0      1      2      3 

13 I felt down-hearted and blue 0      1      2      3 

14 I was intolerant of anything that kept me from getting on with 
what I was doing 

0      1      2      3 

15 I felt I was close to panic 0      1      2      3 

16 I was unable to become enthusiastic about anything 0      1      2      3 

17 I felt I wasn't worth much as a person 0      1      2      3 

18 I felt that I was rather touchy 0      1      2      3 

19 I was aware of the action of my heart in the absence of physical 
exertion (eg, sense of heart rate increase, heart missing a beat) 

0      1      2      3 

20 I felt scared without any good reason 0      1      2      3 

21 I felt that life was meaningless 0      1      2      3 
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Appendix I: Difficulties with Emotion Regulation Scale (DERS) 

Please indicate how often the following statements apply to you by writing the appropriate number 

from the scale below on the line beside each item:  

_________________________________________________________________________________ 
      1--------------------------2--------------------------3--------------------------4--------------------------5  

almost never          sometimes              about half the time             most of the time            almost always  

  (0-10%)                   (11-35%)                        (36-65%)                         (66-90%)                   (91-100%)  

 

______ 1) I am clear about my feelings.  

______ 2) I pay attention to how I feel.  

______ 3) I experience my emotions as overwhelming and out of control.  

______ 4) I have no idea how I am feeling.  

______ 5) I have difficulty making sense out of my feelings.  

______ 6) I am attentive to my feelings.  

______ 7) I know exactly how I am feeling.  

______ 8) I care about what I am feeling.  

______ 9) I am confused about how I feel.  

______ 10) When I’m upset, I acknowledge my emotions.  

______ 11) When I’m upset, I become angry with myself for feeling that way.  

______ 12) When I’m upset, I become embarrassed for feeling that way.  

______ 13) When I’m upset, I have difficulty getting work done.  

______ 14) When I’m upset, I become out of control.  

______ 15) When I’m upset, I believe that I will remain that way for a long time.  

______ 16) When I’m upset, I believe that I’ll end up feeling very depressed.  

______ 17) When I’m upset, I believe that my feelings are valid and important.  

______ 18) When I’m upset, I have difficulty focusing on other things.  

______ 19) When I’m upset, I feel out of control.  

______ 20) When I’m upset, I can still get things done.  

______ 21) When I’m upset, I feel ashamed with myself for feeling that way.  

______ 22) When I’m upset, I know that I can find a way to eventually feel better.  

______ 23) When I’m upset, I feel like I am weak.  

______ 24) When I’m upset, I feel like I can remain in control of my behaviors.  

______ 25) When I’m upset, I feel guilty for feeling that way.  

______ 26) When I’m upset, I have difficulty concentrating.  

______ 27) When I’m upset, I have difficulty controlling my behaviors.  

______ 28) When I’m upset, I believe that there is nothing I can do to make myself feel better.  

______ 29) When I’m upset, I become irritated with myself for feeling that way.  

______ 30) When I’m upset, I start to feel very bad about myself.  

______ 31) When I’m upset, I believe that wallowing in it is all I can do.  

______ 32) When I’m upset, I lose control over my behaviors.  

______ 33) When I’m upset, I have difficulty thinking about anything else.  
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______ 34) When I’m upset, I take time to figure out what I’m really feeling.  

______ 35) When I’m upset, it takes me a long time to feel better. 

______ 36) When I’m upset, my emotions feel overwhelming. 
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Appendix J: Eating Disorders Symptom Impact Scale (EDSIS) 

The following statements commonly apply to persons who care for relatives or friends with an 

eating disorder. Please mark how often they have applied to you over the past one month.  

During the past month how often have you thought about: 

 Never   Rarely   Sometimes   Often   Nearly Always 

1. How your friends/relatives have stopped 

visiting  

   1          2            3             4             5 

2. Losing your friends     1          2            3             4             5 

3. Feeling unable to go out for evenings, 

weekends or on holiday  

   1          2            3             4             5 

4. Cancelling or refusing plans to see friends or 

relatives 

   1          2            3             4             5 

5. Feeling that I should have noticed it before it 

became so bad  

   1          2            3             4             5 

6. Feeling that I have let her down    1          2            3             4             5 

7. Feeling that there could have been something 

that I should have done  

   1          2            3             4             5 

8. Thinking that perhaps I wasnôt strict enough     1          2            3             4             5 

9. Thinking about where I went wrong     1          2            3             4             5 

10. Physically and/or verbally aggressive     1          2            3             4             5 

11. Controlling/manipulative     1          2            3             4             5 

12. Lying/stealing     1          2            3             4             5 

13. Out of control temper    1          2            3             4             5 

When your daughter was living with you at home during the past month, how often: 

(if she was not living at home with you during the past month, please refer to the last time she was 

living at home) 

14. Did you experience difficulties preparing 

meals (i. e.,making separate meals for family 

members, not having correct ingredients)?  

   1          2            3             4             5 

15. Were there arguments with other family 

members about how to handle meal times?  

   1          2            3             4             5 

16. Were there arguments or tension during meal 

times? 

   1          2            3             4             5 

17. Did food disappear from the cupboards?     1          2            3             4             5 

18. Did you spend long periods of time shopping 

for food? 

   1          2            3             4             5 

19. Did you have difficulties with blocked drains, 

plumbing?  

   1          2            3             4             5 

20. Were there bad smells and hygiene in the 

bathroom? 

   1          2            3             4             5 

21. Did you have to turn up the heat due to her 

feeling cold?  

   1          2            3             4             5 
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22. Did you check on her to ensure that she was 

ñokayò?  

   1          2            3             4             5 

23. Did you notice or think about how the illness 

was affecting her physically (ie see her fall, 

faint, struggle up the stairs)?  

   1          2            3             4             5 

24. Did you notice or think about how the illness 

was affecting her mentally?  

   1          2            3             4             5 
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Appendix K: Sociodemographic Questionnaire for Mothers of Daughters with ED 

Diagnoses 

 

Questions about the mother 

Date: _________________________________ 

1. What is your date of birth (month and 

year)?  

___________________________ 

2. What is your marital status? 

a) Single 

b) Married 

c) Common-law/ long-term 

relationship 

d) Casual relationship 

e) Divorced or widowed 

3. What is the highest level of education that 

you have completed? 

a) Elementary or less 

b) Secondary school 

c) College 

d) Undergraduate degree 

e) Graduate degree 

4. What is your employment status? 

a) Employed full-time 

b) Employed part-time 

c) Unemployed 

d) On paid leave from work 

e) On unpaid leave from work 

f) Student 

5. What is your household income? 

a) 0 - $40,000 

b) $40,001 - $65,000 

c) $65,001 - $90,000 

d) $90,001 - $125,000 

e) Over $125,000 

6. Were you born in Canada? 

YES NO 

 

7. If not, in what country were you born? 

_______________________ 

8. If you are an immigrant to Canada, how 

long have you lived here? 

_______________________ 

9. What is your ethnic background? (circle all 

that apply) 

a) Aboriginal 

b) Asian (please specify:______________) 

c) Black 

d) White 

e) Other (please specify:______________) 

10. Do you currently have a diagnosed mental 

health problem? 

YES NO 

11. If yes, please specify 

________________________________ 
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Questions about the daughter 

1. What is your daughter’s date of birth?  

Year/Month: ________________________ 

2. What is your daughter’s height? 

________________________ 

3. What was your daughter’s weight when she started her current treatment? (Please 

indicate if in kilograms or pounds) 

________________________ 

4. What is your daughter’s present weight? (Please indicate if in kilograms or pounds) 

________________________ 

5. To your best knowledge, when did your daughter’s eating disorder begin? (year/month) 

________________________ 

6. When was your daughter’s first diagnosed with an eating disorder by a professional? 

(year/month) 

________________________ 

7. What is your daughter’s most recent diagnosis of an eating disorder (by a mental health 

professional)? 

a) Anorexia nervosa – restricting type 

b) Anorexia nervosa – binging/purging 

c) Bulimia nervosa 

d) Binge eating disorder 

e) Other (please specify) _______________________ 

8. Have you ever attended Emotion Focused Family Therapy? 

a) Yes (date) ________________ 

b) No 

 

9. Have you worked with a therapist on emotion coaching? 

a) Yes (date) ________________ 

b) No 
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Appendix L: Sociodemographic Questionnaire for Mothers of Daughters without ED 

Diagnosis 

 

Questions about the mother 

Date: _________________________________ 

12. What is your date of birth (month and 

year)?  

___________________________ 

13. What is your marital status? 

f) Single 

g) Married 

h) Common-law/ long-term 

relationship 

i) Casual relationship 

j) Divorced or widowed 

14. What is the highest level of education that 

you have completed? 

f) Elementary or less 

g) Secondary school 

h) College 

i) Undergraduate degree 

j) Graduate degree 

15. What is your employment status? 

g) Employed full-time 

h) Employed part-time 

i) Unemployed 

j) On paid leave from work 

k) On unpaid leave from work 

l) Student 

16. What is your household income? 

f) 0 - $40,000 

g) $40,001 - $65,000 

h) $65,001 - $90,000 

i) $90,001 - $125,000 

j) Over $125,000 

17. Were you born in Canada? 

YES NO 

18. If not, in what country were you born? 

_______________________ 

19. If you are an immigrant to Canada, how 

long have you lived here? 

_______________________ 

20. What is your ethnic background? (circle all 

that apply) 

f) Aboriginal 

g) Asian (please specify:______________) 

h) Black 

i) White 

j) Other (please specify:______________) 

21. Do you currently have a diagnosed mental 

health problem? 

YES NO 

22. If yes, please specify 

________________________________ 
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Questions about the daughter 

Please answer the following questions about your daughter. If you have more than one daughter 

between the age of 12 and 24 please focus only on the one that you identified with the 

researcher. 

 

1. What is the daughter’s date of birth? 

Year/Month: ___________________ 

2. What is your daughter’s present weight? 

________________________ 

3. What is your daughter’s present height? 

________________________ 

 

  



 

 

141 

 

Appendix M: Consent Form for Mothers of Daughters with ED Diagnoses 

 

 

 

INFORMED CONSENT FORM 
Project Title 

Emotion coaching in mothers of daughters with eating disorders ς what predicts it and how is it 

related to ŘŀǳƎƘǘŜǊǎΩ ǎȅƳǇǘƻƳǎΚ 

 

I. STUDY TEAM 

Who is conducting the study? 

Principal Investigators:  Dr. Richard Young, Professor, University of British Columbia, Department of 

Educational and Counselling Psychology, and Special Education, tel. 604-822-6380 

Dr. Daniel Cox, Assistant Professor, University of British Columbia, Department of Educational and 

Counselling Psychology, and Special Education, tel. 604ς827ς1828 

Co-Investigator: Dr. Jennifer Coelho, Psychologist, Provincial Specialized Eating Disorders Program for 

Children & Adolescents, BC Mental Health and Substance Use Services; Clinical Assistant Professor, 

Department of Psychiatry, University of British Columbia, tel. 604-875-2345 x4986 

 Karolina Rozworska, PhD student, University of British Columbia, Department of Educational and 

Counselling Psychology, and Special Education 

This study is conducted as part of co-ƛƴǾŜǎǘƛƎŀǘƻǊΩǎ tƘ5 ŘƛǎǎŜǊǘŀǘƛƻƴ ǳƴŘŜǊ ǘƘŜ ǎǳǇŜǊǾƛǎƛƻƴ ƻŦ the 

principal investigator.  

II. SPONSOR 

Who is funding this study? 

This study is being funded by the Canadian Institutes of Health Research (CIHR) and the University of 

British Columbia Faculty of Education. 

There are no conflicts of interest related to this project.  
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III. INVITATION AND STUDY PURPOSE  

Why are we doing this study? 

Eating disorders and difficulties in coping with emotions go hand in hand. Research also suggests that 

parents can help their daughters manage difficult feelings and some innovative therapies for eating 

disorders already teach parents how to support their daughters emotionally. We are conducting a study 

ǘƻ ǳƴŘŜǊǎǘŀƴŘ Ƙƻǿ ƳƻǘƘŜǊǎ ƻŦ ŘŀǳƎƘǘŜǊǎ ǿƛǘƘ ŜŀǘƛƴƎ ŘƛǎƻǊŘŜǊǎ ǘƘƛƴƪ ŀōƻǳǘ ǘƘŜƛǊ ŘŀǳƎƘǘŜǊǎΩ ŜƳƻǘƛƻƴǎ 

and how they react to these emotions.  

Having a daughter with an eating disorder affects the well-being of mothers too. We also want to 

understand how well-ōŜƛƴƎ ƛǎ ƭƛƴƪŜŘ ǘƻ ǿƘŀǘ ƳƻǘƘŜǊǎ ǘƘƛƴƪ ŀōƻǳǘ ǘƘŜƛǊ ŘŀǳƎƘǘŜǊΩǎ ŜƳƻǘƛƻƴǎΦ  

Why should you take part in this study? 

There is still a lot that we can learn about people with eating disorders and their families. Research in 

this area helps inform new treatments in the future. You are being invited to participate in this study 

because you identified yourself as a mother of a daughter with an eating disorder. We are recruiting 

mothers who either live with their daughters or see them no less than twice a week. 

IV. STUDY PROCEDURES  

²Ƙŀǘ ƘŀǇǇŜƴǎ ƛŦ ȅƻǳ ǎŀȅ ά¸ŜǎΣ L ǿŀƴǘ ǘƻ ōŜ ƛƴ ǘƘŜ ǎǘǳŘȅέΚ 

If you decide to take part in this study, we will give you a survey to fill in. You will be able to choose if 

you want to answer on paper or online. The survey will take approximately 30 minutes and you will 

complete it one time only. We will ask you questions about your mood, the level of stress, background, 

interactions iƴ ǘƘŜ ŦŀƳƛƭȅΣ ŀƴŘ ȅƻǳǊ ǘƘƻǳƎƘǘǎ ŀƴŘ ǊŜŀŎǘƛƻƴǎ ǘƻ ȅƻǳǊ ŘŀǳƎƘǘŜǊΩǎ ŜƳƻǘƛƻƴǎΦ ²Ŝ ǿƛƭƭ ŀƭǎƻ ŀǎƪ 

ȅƻǳ ŀōƻǳǘ ȅƻǳǊ ŘŀǳƎƘǘŜǊΩǎ ŜŀǘƛƴƎ ŘƛǎƻǊŘŜǊ ŀƴŘ ŜƳƻǘƛƻƴǎΦ CƻǊ Ƴƻǎǘ ǉǳŜǎǘƛƻƴǎΣ ȅƻǳ ǿƛƭƭ ōŜ ŎƛǊŎƭƛƴƎ ŀƴ 

answer that fits best. If you choose to answer online, we will ask you to do so within 7 days.  

Why are we asking about your race/ethnicity? 

If you decide to participate in this study, one of the questions will ask about your race/ethnicity. Studies 

with humans now routinely ask about race/ethnicity and other characteristics of the participants. It is 

fully voluntary to answer this question. We are asking it because 1) we want to be able to describe the 

group who participated in our study. This will allow us and others who read our study to avoid a mistake 

ŎŀƭƭŜŘ άƻǾŜǊƎŜƴŜǊŀƭƛȊŀǘƛƻƴέΣ ƛΦŜΦΣ ŀǎǎǳƳƛƴƎ ǘƘŀǘ ƻǳǊ ǊŜǎǳƭǘǎ ŘŜǎŎǊƛōŜ ŀƭƭ ƳƻǘƘŜǊǎ ŦǊƻƳ ŀƭƭ ǊŀŎŜǎ ŀƴŘ ŜǘƘƴƛŎ 

ōŀŎƪƎǊƻǳƴŘǎΦ нύ wŜǎŜŀǊŎƘ ǎǳƎƎŜǎǘǎ ǘƘŀǘ ǎƻƳŜ ƳƻǘƘŜǊΩǎ ŀǇǇǊƻŀŎƘŜǎ ǘƻ ŘŀǳƎƘǘŜǊΩǎ ŜƳƻǘƛƻƴǎ ƳƛƎƘǘ ōŜ 

different depending on race/ethnic background and we would like to test if this is the case in our study.  

V. STUDY RESULTS 

The results of this study will be reported in a graduate thesis of the co-investigator. They may also be 

published in journal articles and books, and presented at professional conferences. Only group results 

ǿƛƭƭ ōŜ ǇǊŜǎŜƴǘŜŘΦ 9ȄŀƳǇƭŜǎ ƳƛƎƘǘ ōŜ ǘƘŜ ǊŜǎǳƭǘǎ ŦƻǊ άƳƻǘƘŜǊǎ ƻŦ ȅƻǳǘƘ ǿƛǘƘ ŜŀǘƛƴƎ ŘƛǎƻǊŘŜǊǎέ ƻǊ 

άŀǾŜǊŀƎŜ ƭŜǾŜƭǎ ƻŦ ǎǘǊŜǎǎ ƛƴ ƳƻǘƘŜǊǎ έΦ ¸ƻǳǊ ƛƴŘƛǾƛŘǳŀƭ ǊŜǎǳƭǘǎ ǿƛƭƭ ƴƻǘ ōŜ ŘƛǎŎǳǎǎŜŘ ƛƴ ŀƴȅ ǇǳōƭƛŎŀǘƛƻƴǎΦ   
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You will also have an option to see the results of this study. If you would like us to send you the results, 

please write your email address at the end of this consent form. Please note that PhD research takes 

years and results will only be shared after the co-investigator defends her thesis.  

VI. POTENTIAL RISKS OF THE STUDY  

Is there any way being in this study could be bad for you? 

We do not think there is anything in this study that could harm you or be bad for you. Some of the 

questions we ask might upset you. Please let one of the study staff know if you have any concerns.  

VII. POTENTIAL BENEFITS OF THE STUDY  

Will being in this study help you in any way?  

Completing the forms might help you reflect on some of your feelings, thoughts, and behaviours. We are 

not expecting that you will personally benefit from taking part in this study.  However, in the future, 

other families with eating disorders may benefit from what we learn in this study. 

VIII. CONFIDENTIALITY 

How will your privacy be protected?  

Your confidentiality will be respected.  Information that discloses your identity will not be released 

without your consent unless required by law. All of your answers on the forms will be entered into a 

computer database without including your identifying information such as name, address, or telephone 

number. Instead, your answers will be assigned a study number. Only this number will be used on any 

forms that you complete for this study, so that your identity will be kept confidential. Information that 

includes your identity will remain only with the Principal Investigator and/or designate. Participants will 

not be identified by name in any reports of the completed study. 

Paper documents: Paper documents will be stored in locked cabinets at the University of British 

Columbia. If you decide to give us your contact information so that we can send you the study results, 

we will keep this information separate from your survey. You will be asked not to write your name on 

the survey.  

Electronic documents: The online forms are hosted by FluidSurveys -- a Canadian-hosted survey solution 

complying with the BC Freedom of Information and Protection of Privacy Act. All data is stored in 

Canada. If you choose to give us your email address for future contact, FluidSurveys will store it together 

with your other responses to the survey. We will remove your email address from any databases that 

we extract from FluidSurvey.   

We need your first and last name as well as email address to issue a Starbucks gift certificate. This is a 

requirement of UBC who manages the grants that support this study. Your name will be stored only for 

financial audit purposes. Your name will be entered into an encrypted file and kept separately from your 

responses to the survey. 
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All data that we gather, except the database for research analyses, will be destroyed five years after the 

publication of the results of this study. 

IX. PAYMENT  

Will you be paid for your time taking part in this research study? 

You will receive a $10 gift certificate to Starbucks after completing the forms.   

X. CONTACT FOR INFORMATION ABOUT THE STUDY  

Who can you contact if you have questions about the study? 

We are happy to answer any questions about this study, to ensure that you are fully informed. If you 

want to ask question about the study, you can contact the study leads: 

Dr. Richard Young 
University of British Columbia 
Counselling Psychology Program 
2125 Main Mall 
Vancouver, BC Canada V6T 1Z4 
tel. 604-822-6380 

Dr. Daniel Cox 
University of British Columbia 
Counselling Psychology Program 
2125 Main Mall 
Vancouver, BC Canada V6T 1Z4 
604ς827ς1828 

XI. CONTACT FOR COMPLAINTS  

Who can you contact if you have complaints or concerns about the study? 

If you have any concerns or complaints about your rights as a research participant and/or your 

experiences while participating in this study, contact the Research Participant Complaint Line in the UBC 

Office of Research Ethics at 604-822-8598 or if long distance e-mail RSIL@ors.ubc.ca or call toll free 1-

877-822-8598. 

XII. PARTICIPANT CONSENT  

Taking part in this study is entirely your choice. You have the right to refuse to participate in this study. If 

you decide to take part, you may choose to pull out of the study at any time without giving a reason. 

This will not affect the treatment that your child or other family member is receiving for an eating 

disorder. 

By completing these questionnaires you are consenting to participate in this study. 

If you would like to receive a summary of the study results, please write your email address below and 

return this page to the researcher. 

 

__________________________________________    
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Appendix N: Consent Form for Mothers of Daughters without EDs 

 

 

 

 

INFORMED CONSENT FORM 
Project Title 

Emotion coaching in mothers of daughters with eating disorders ς what predicts it and how is it 

ǊŜƭŀǘŜŘ ǘƻ ŘŀǳƎƘǘŜǊǎΩ ǎȅƳǇǘƻƳǎΚ 

 

I. STUDY TEAM 

Who is conducting the study? 

Principal Investigator:  Dr. Richard Young, Professor, University of British Columbia, Department of 

Educational and Counselling Psychology, and Special Education, tel. 604-822-6380 

Dr. Daniel Cox, Assistant Professor, University of British Columbia, Department of Educational and 

Counselling Psychology, and Special Education, tel. 604ς827ς1828 

Co-Investigator:  Co-Investigator: Dr. Jennifer Coelho, Psychologist, Provincial Specialized Eating 

Disorders Program for Children & Adolescents, BC Mental Health and Substance Use Services; Clinical 

Assistant Professor, Department of Psychiatry, University of British Columbia, tel. 604-875-2345 x4986 

Karolina Rozworska, PhD student, University of British Columbia, Department of Educational and 

Counselling Psychology, and Special Education 

This study is conducted as part of co-ƛƴǾŜǎǘƛƎŀǘƻǊΩǎ tƘ5 ŘƛǎǎŜǊǘŀǘƛƻƴ ǳƴŘŜǊ ǘƘŜ ǎǳǇŜǊǾƛǎƛƻƴ ƻŦ ǘƘŜ 

principal investigator.  

II. SPONSOR 

Who is funding this study? 

This study is being funded by the Canadian Institutes of Health Research (CIHR) and the University of 

British Columbia Faculty of Education. 

There are no conflicts of interest related to this project.  
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III. INVITATION AND STUDY PURPOSE  

Why are we doing this study? 

Families, especially mothers, can play an important role in helping their children cope with life 

difficulties, including having a mental health problem like an eating disorder. In order to support 

mothers in this role, it is important that we understand how families with and without mental health 

problems are similar to and different from each other. This study is looking at these similarities and 

differences.  

We want to learn how mothers like you think about and react tƻ ǘƘŜƛǊ ŘŀǳƎƘǘŜǊǎΩ ŜƳƻǘƛƻƴǎΦ ²Ŝ ŀƭǎo 

want to find out if these thoughts and reactions are linked to your mood, stress, and well being.  

Why should you take part in this study? 

You are being invited to participate in this study because you are a mother of a daughter aged 12 to 24 

who has not been treated for mental health problems in the last three months. We are recruiting 

mothers who either live with their daughters or see them no less than twice a week. The purpose of this 

study is to understand factors that are linked to the ways in which ƳƻǘƘŜǊǎ ǊŜǎǇƻƴŘ ǘƻ ǘƘŜƛǊ ŘŀǳƎƘǘŜǊǎΩ 

emotions. 

IV. STUDY PROCEDURES  

²Ƙŀǘ ƘŀǇǇŜƴǎ ƛŦ ȅƻǳ ǎŀȅ ά¸ŜǎΣ L ǿŀƴǘ ǘƻ ōŜ ƛƴ ǘƘŜ ǎǘǳŘȅέΚ 

If you decide to take part in this study, we will give you a survey to fill in. You will be able to choose if 

you want to answer on paper or online. The survey will take approximately 30 minutes and you will 

complete it one time only. We will ask you questions about your mood, the level of stress, background, 

interactions in the family, and your thoughts and reactions to your daughtŜǊΩǎ ŜƳƻǘƛƻƴǎΦ ²Ŝ ǿƛƭƭ ŀƭǎƻ ŀǎƪ 

ȅƻǳ ŀōƻǳǘ ȅƻǳǊ ŘŀǳƎƘǘŜǊΩǎ ŜƳƻǘƛƻƴǎΦ {ƻƳŜ ǉǳŜǎǘƛƻƴǎ ƭƻƻƪ ŀǘ ŜŀǘƛƴƎ ŘƛǎƻǊŘŜǊǎ ǎȅƳǇǘƻƳǎ ǘƻ ƘŜƭǇ ǳǎ 

compare between those who do and do not have them. For most questions, you will be circling an 

answer that fits best. If you choose to answer online, we will ask you to do so within 7 days.  

Why are we asking about your race/ethnicity? 

If you decide to participate in this study, one of the questions will ask about your race/ethnicity. Studies 

with humans now routinely ask about race/ethnicity and other characteristics of the participants. It is 

fully voluntary to answer this question. We are asking it because 1) we want to be able to describe the 

group who participated in our study. This will allow us and others who read our study to avoid a mistake 

ŎŀƭƭŜŘ άƻǾŜǊƎŜƴŜǊŀƭƛȊŀǘƛƻƴέΣ ƛΦŜΦΣ ŀǎǎǳƳƛƴƎ ǘƘŀǘ ƻǳǊ ǊŜǎǳƭǘǎ ŘŜǎŎǊƛōŜ ŀƭƭ ƳƻǘƘŜǊǎ ŦǊƻƳ ŀƭƭ ǊŀŎŜǎ ŀƴŘ ŜǘƘƴƛŎ 

ōŀŎƪƎǊƻǳƴŘǎΦ нύ wŜǎŜŀǊŎƘ ǎǳƎƎŜǎǘǎ ǘƘŀǘ ǎƻƳŜ ƳƻǘƘŜǊΩǎ ŀǇǇǊƻŀŎƘŜǎ ǘƻ ŘŀǳƎƘǘŜǊΩǎ ŜƳƻǘƛƻƴǎ ƳƛƎƘǘ ōŜ 

different depending on race/ethnic background and we would like to test if this is the case in our study.  

V. STUDY RESULTS 

The results of this study will be reported in a graduate thesis of the co-investigator. They may also be 

published in journal articles and books, and presented at professional conferences. Only group results 
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ǿƛƭƭ ōŜ ǇǊŜǎŜƴǘŜŘΦ 9ȄŀƳǇƭŜǎ ƳƛƎƘǘ ōŜ ǘƘŜ ǊŜǎǳƭǘǎ ŦƻǊ άƳƻǘƘŜǊǎ ƻŦ ȅƻǳǘƘ ǿƛǘƘƻǳǘ ŜŀǘƛƴƎ ŘƛǎƻǊŘŜǊǎέ ƻǊ 

άŀǾŜǊŀƎŜ ƭŜǾŜƭǎ ƻŦ ǎǘǊŜǎǎ ƛƴ ƳƻǘƘŜǊǎέΦ ¸ƻǳǊ ƛƴŘƛǾƛŘǳŀƭ ǊŜǎǳƭǘǎ ǿƛƭƭ ƴƻǘ ōŜ ŘƛǎŎussed in any publications.   

You will also have an option to see the results of this study. If you would like us to send you the results, 

please write your email address at the end of this consent form. Please note that PhD research takes 

years and results will only be shared after the co-investigator defends her thesis.  

VI. POTENTIAL RISKS OF THE STUDY  

Is there any way being in this study could be bad for you? 

We do not think there is anything in this study that could harm you or be bad for you. Some of the 

questions we ask might upset you. Please let one of the study staff know if you have any concerns.  

VII. POTENTIAL BENEFITS OF THE STUDY  

Will being in this study help you in any way?  

Completing the forms might help you reflect on some of your feelings, thoughts, and behaviours. We are 

not expecting other benefits from taking part in it.  However, in the future, this study might be helpful in 

designing better supports for mothers.  

VIII. CONFIDENTIALITY 

How will your privacy be protected?  

Your confidentiality will be respected.  Information that discloses your identity will not be released 

without your consent unless required by law. All of your answers on the forms will be entered into a 

computer database without including your identifying information such as name, address, or telephone 

number. Instead, your answers will be assigned a study number. Only this number will be used on any 

forms that you complete for this study, so that your identity will be kept confidential. Information that 

includes your identity will remain only with the Principal Investigator and/or designate. Participants will 

not be identified by name in any reports of the completed study. 

Paper documents: Paper documents will be stored in locked cabinets at the University of British 

Columbia. If you decide to give us your contact information so that we can send you the study results, 

we will keep this information separate from your survey. You will be asked not to write your name on 

the survey. 

Electronic documents: The online forms are hosted by FluidSurveys  -- a Canadian-hosted survey 

solution complying with the BC Freedom of Information and Protection of Privacy Act. All data is stored 

in Canada. If you choose to give us your email address for future contact, FluidSurveys will store it 

together with your other responses to the survey. We will remove your email address from any 

databases that we extract from FluidSurvey.   

We need your first and last name as well as email address to issue a Starbucks gift certificate. This is a 

requirement of UBC who manages the grants that support this study. Your name will be stored only for 
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financial audit purposes. Your name will be entered into an encrypted file and kept separately from your 

responses to the survey. 

All data that we gather, except the database for research analyses, will be destroyed five years after the 

publication of the results of this study. 

IX. PAYMENT  

Will you be paid for your time taking part in this research study? 

You will receive a $10 gift certificate to Starbucks after completing the forms.  

X. CONTACT FOR INFORMATION ABOUT THE STUDY  

Who can you contact if you have questions about the study? 

We are happy to answer any questions about this study, to ensure that you are fully informed. If you 

want to ask question about the study, you can contact the study lead: 

Dr. Richard Young 
University of British Columbia 
Counselling Psychology Program 
2125 Main Mall 
Vancouver, BC Canada V6T 1Z4 
tel. 604-822-6380 
 

Dr. Daniel Cox 
University of British Columbia 
Counselling Psychology Program 
2125 Main Mall 
Vancouver, BC Canada V6T 1Z4 
604ς827ς1828 

XI. CONTACT FOR COMPLAINTS  

Who can you contact if you have complaints or concerns about the study? 

If you have any concerns or complaints about your rights as a research participant and/or your 

experiences while participating in this study, contact the Research Participant Complaint Line in the UBC 

Office of Research Ethics at 604-822-8598 or if long distance e-mail RSIL@ors.ubc.ca or call toll free 1-

877-822-8598. 

XII. PARTICIPANT CONSENT  

Taking part in this study is entirely your choice. You have the right to refuse to participate in this study. If 

you decide to take part, you may choose to pull out of the study at any time without giving a reason. 

By completing these questionnaires you are consenting to participate in this study. 

 

If you would like to receive a summary of the study results, please write your email address below and 

return this page to the researcher. 

 

____________________________________   
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Appendix O: Study Advertisement – Mothers of Daughters with ED Diagnoses 

 

 

ARE YOU A MOTHER OF A DAUGHTER AGED 

12 TO 24 WHO HAS AN EATING DISORDER? 

If so, we ask that you read this and consider helping us with a study 

about families with eating disorders. 

Learning about emotions in families with eating disorders can help improve eating disorder 

treatment. Some innovative therapies for eating disorders already teach parents how to support 

their daughters emotionally to facilitate recovery. We are inviting you to participate in a study that 

explores how mothers of daughters with eating disorders think about their daughters’ emotions. 

We also want to understand how mothers’ well-being is linked to their beliefs about daughter’s 

emotions. 

Who are we? This study is led by Drs. Richard Young and Daniel Cox from the University of 

British Columbia is the doctoral dissertation of Karolina Rozworska.  

How can I participate? You can complete the survey online right away by going to 

www.EDstudy.ca   password: mother 

It will take approx. 30 minutes. If you prefer a paper copy, you can pick one up in the waiting area 

or from the front desk or the therapists. 

If you would like to learn more, you are welcome to email or call us: k.rozworska@alumni.ubc.ca, 

tel. 604-518-9535. 

Why is it worth participating? Research about those with eating disorders and their families 

helps improve future treatment. It also allows researchers and clinicians to better understand the 

needs of families like yours.  

You will receive a $10 gift certificate to Starbucks for your participation.  

mailto:k.rozworska@alumni.ubc.ca


 

 

150 

 

Appendix P: Study Advertisement – Mothers of Daughters without ED Diagnoses 

                                                                              

ARE YOU A MOTHER OF A 

DAUGHTER AGED 12 TO 24? 
If yes, we want to hear from you! 

We are a group of UBC researchers studying how mothers teach their daughters 

about emotions. We believe that mothers can have a strong impact on their 

ŘŀǳƎƘǘŜǊǎΩ ǿŜƭƭ-being and we want to learn from you. This knowledge can help 

inform new approaches to counselling.  

This study is supervised by Drs. Richard Young and Daniel Cox from the University 

of British Columbia and is a PhD dissertation of Karolina Rozworska.  

Participating involves completing a survey online or on paper. The survey takes 30 

minutes. You will receive a gift certificate upon completing the study. 

Be a part of innovative research seeking to inform more effective approaches to 

counselling! 

Want to learn more? Contact us: Karolina Rozworska, PhD student, Counselling 

Psychology, University of British Columbia, k.rozworska@alumni.ubc.ca 
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Appendix Q: Results of Mediation Analyses with Daughters’ Diagnostic Status as Dependent Variable 

Table 7 

Mediation Analyses of the Relationships between Three Channels of Emotion Socialization and Daughters’ ED 

Status (Presence or Absence of a Diagnosis) through Emotion Dysregulation 

 IV on ERC-LN  

ERC-LN on ED 

Presence  

IV on ED 

Presence 

(direct effect) 

 

Indirect effect  

Independent 

Variable (IV) 
b β  b β  b β  Estimate [95% CI]  

MESQ-EC -.04*** -.27***  9.43*** n/a  -.09   n/a  -.38†    [-.76, -.15]  

MESQ-ED -.00 -.05    9.89*** n/a  -.07   n/a  -.01    [-.04, .03]     

PBACE-A -.01 -.08  9.93*** n/a   .18   n/a  -.14    [-.37, .02]  

DERS .00*** .39***  8.87*** n/a   .01   n/a    .02†  [.01, .03]  

FQ-EOI .01*** .49***    4.07      n/a  .29***   n/a    .03   [-.01, .09]  

FQ-CC .09*** .63***  9.01** n/a   .13   n/a    .80†  [.31, 1.42]  

Note. MESQ-EC = Maternal Emotional Style Questionnaire – Emotion Coaching subscale, MESQ-ED = Maternal Emotional Style 

Questionnaire – Emotion Dismissing subscale, PBACE-A = Parents’ Beliefs about Children’s Emotions Questionnaire – the Value of 

Anger subscale, ERC-LN = Emotion Regulation Checklist – Lability/ Negativity subscale, ED Presence = Daughter with an ED diagnosis 

and currently receiving specialized treatment for an ED 

*p < .05. **p < .01. ***p < .001. † Significant indirect effect (confidence interval does not include a zero) 


